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BAXTER LABORATORIES, INC. ‘ 


Morton Grove, tllinois Cleveland, Mississi 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


ail AMERICAN HOSPITAL SUPPLY CORPORATION 
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a “judicious combination...” 


for antiarthritic therapy 
SA * 


That cortisone and the salicylates have a complementary 
action has been well established.!> In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: ““By a judicious combination of the two 
agents . . . it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
potentiates the greatly reduced amount of cortisone present so 
that its full effect is brought out without evoking undesirable 
side reactions.” 


INDICATIONS: 


Rheumatoid arthritis . . . Rueumatoid spondylitis . . . Rheumatic 
fever... Bursitis... Still’s disease... Neuromuscular affections 


EACH TABLET CONTAINS: 
Cortisone acetate ....... 2.5 mg. 


Sodium salicylate ....... 0.3 Gm. 
Aluminum hydroxide gel, dried . 0.12 Gm. 
Calcium ascorbate. ...... 60 mg. 
(equivalent to 50 mg. ascorbic acid) * 
Calcium carbonate ...... 60 mg. U.S. Pat. 2,691,662 


1. Busse, E.A.: Treatment of Rheumatoid 
Arthritis by a Combination of Cortisone and 
Salicylates. Clinical Med. 11:1105 (Nov., 
BRISTOL, TENNESSEE 1955). 
Roskam, J., VanCawenberge, H.: Abst. in 
J.A.M.A., 151:248 (1953). 
Coventry, M.D.: Proc. Staff Meet., Mayo 
Clinic, 29:60 (1954). 
Holt, K.S., et al.: Lancet, 2:1144 (1954). 
ge T.D., et al.: J.A.M.A., 159:645 (Oct. 
15, 1955). 


NEW YORK 
KANSAS CITY 
SAN FRANCISCO 


The S. E. Massengill company 
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SUSPENSION 


SULFOSE 


Triple Sulfonamides 


| 


Each 5 ce. (1 contain: 

Sulfadiazine 0.167 Gm. 
razine 0.167 Gm. 

Sulfamethazine 0.167 Gm. 

in a flavored alumina gel base. 
Caution: Federal law prohibits dispe! 
without prescription. Directions for aa | 
be supplied to physicians upon request. 
Usual to 8 teaspoonfuls 


Werning: are potent mt 
may cause toxic reactions. Constan‘ 
pervision of by a 


Shake well « po 


LABORATORIES INC 
PHILADELPHIA, PA. 
630 of related 
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modern 
sulfonamide 


therapy 


Meth-Dia-Mer Sulfonamides 


It is significant that sulfonamide therapy 
has gained new recognition by the medical 
profession. With improved, effective, 
relatively non-toxic sulfonamides the 
physician can control a great variety of 
upper respiratory, gastrointestinal, and 
urinary tract infections. SULFOSE is 
particularly notable for the sustained and 
high sulfonamide blood levels it produces, 
and its relative freedom from untoward side 
reactions. A special base and flavoring give 
this suspension excellent stability and a 
pleasant taste. Bottles of one pint. 


Each teaspoonful (5 cc.) contains: 
sulfadiazine 167 mg. 


sulfamerazine 167 mg. The Triple Sulfas 
sulfamethazine 167 mg. 


Also available as Tablets SuLFosE in 
bottles of 100 and 1,000. 


Wyeth 
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Upjohn 


Relax 


the nervous, 


tense, 
emotionally unstable: 


TRADEMARK FOR THE UPJOHN BRAND OF RESERPIN 


Each tablet contains: 

0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 
or 4.0 mg. 


The elixir contains: 
0.25 mg. 
per 5 cc. teaspoonful 
Supplied: 
Scored tablets 
0.1 and 0.25 mg. in bottles of 
100 and 500 
1.0 and 4.0 mg. in bottles of 100 
Elixir in pint bottles 
The Upjohn Company, Kalamazoo, Michigan 
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When you want to control edema 
think first of 


Acetazolamide Lederle 


A nonmercurial oral diuretic. Acts by inhibiting the enzyme 
carbonic anhydrase. Produces prompt, ample diuresis lasting 
from six to twelve hours. Morning dosage allows an 
uninterrupted night’s sleep. Well-suited to long-term use. 


Nontoxic. The most widely prescribed drug of its kind! 


Indicated in cardiac edema, epilepsy, acute glaucoma, 
premenstrual tension, edema associated with toxemia of 
pregnancy and edema caused by certain types of electrolytic 
imbalance. Offered in scored tablets of 250 mg. for oral use, and 


in ampuls of 500 mg. for parenteral use in critical cases. 


LEDERLE LABORATORIES DIVISION Cyanamid PEARL RIVER, NEW YORK 
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Evidence. 


confirms and defines superiority over 
other Rauwolfia preparations in the 
treatment of HYPERTENSION 


e Rauwiloid represents the balanced, mutually potentiated actions! 
of several Rauwolfia alkaloids, of which reserpine and the equally 
antihypertensive rescinnamine have been isolated. 


e Hence, reserpine is not the total active antihypertensive principle 
of the rauwolfia plant. ; 


e Rauwiloid is freed of the undesirable alkaloids of the whole rauwolfia 
root. Recent investigations confirm the desirability of Rauwiloid 
(because of the balanced action of its contained alkaloids) over 
single alkaloidal preparations; ‘‘...mental depression...was...less 
frequent with alseroxylon...’” 


The dose-response curve of Rauwiloid is flat, 
and its dosage is uncomplicated and easy to 
prescribe...merely two 2mg. tablets at bedtime. 


1. Cronheim, G., and Toekes, I.M.; Comparison of Sedative Properties of Single Alkaloids of 
Rauwolfia and Their Mixtures, Meet. Am. Sec. Pharmacol. & Exper. Therap., Iowa City, 
Iowa, Sept. 5, 1955. 4 

2. Moyer, J.H.; Dennis, E., and Ford, R.: Drug Therapy (Rauwolfia) of Hypertension. II. 
A Comparative Study of Different Extracts of Rauwolfia When Each Is Used Alone (Orally) 
for Therapy of Ambulatory Patients with Hypertension, A.M.A. Arch. Int. Med. 96 :530 
(Oct.) 1955. 


Rik Rauwiloid is the original alseroxyton fraction of India-grown 
| er Rauwolfia serpentina, Benth., a Riker research develapment. 
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ATTACKS IN 3 WAYS 


1. Provides rapid and high 
sulfa concentration in the urine. 


2. Provides adequate sulfa 
blood levels in the infected 
tissue not reached by the high 
sulfa concentration in the urine. 


3. Provides fast symptomatic 
relief making the patient more 
comfortable. 


This combination 


Sulfamethy!thiadiazole of sulfas 
provides a 2-prong 
attack on the infection 
and results in 
effective low sulfa 
Sulfadiazine 
dosage, high 
solubility and safety 


Azodyne (Stuart brand of 
phenylazo-diaminopyridine HCl) 
Azodyne imparts an orange-red 
color to the urine. 
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keep cold victims alert 
and on the job 


with a new fortified CORICIDIN™ 


CAPSULES 


To clinically proved CoriciDIN are added two extra cold 


control factors plus antihistamine in full therapeutic 
dosage for thoroughgoing symptomatic relief no matter 


how severe the cold: 
Vitamin C —for stress and anti-infection support 
Methamphetamine —to counteract fatigue and “cold doldrums” 


each Coricip1n® forté Capsule provides: 


fe Ascorbic acid. . 50mg 


™ Packaging: Bottles of 100 and 1000 capsules. 


*a name synonymous with cold control cheung 


CN-J-610-156 


‘ 
3 
fy 
; 
— 
‘= 
* 
ae 
. 
| ‘ 
: 
| 
| 
Bek 
4 


ing 


Scher 
CORICIDIN 
forté 
CAPSULES 


full relief 
for every part 
of the severe cold 
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CORICIDIN,® brand of analgesic-antipyretic. 
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The comprehensive formulation of CORICIDIN Syrup 
effectively eases cough and helps the patient to feel better, 
rest easier, recover more quickly. 


In any stage of a cold CORICIDIN Syrup not only controls 
cough, but by anti-allergic action it relieves congestive 
symptoms, and its classical analgesic formulation 
comforts the patient. Because of its pleasing taste, this 


versatile cough syrup is suitable for young and old alike. 


syrup 


* a name synonymous with cold control 


Each teaspoonful (5 cc.) of CORICIDIN Syrup? contains: 
Dihydrocodeinone bitartrate 

Chlorprophenpyridamine maleate 

Sodium salicylate 

Sodium citrate 

Caffeine . , 


Glyceryl guaiacolate 


If additional ingredients are desirable for special conditions, CORICIDIN 
Syrup is compatible with therapeutic amounts of other medicaments, 
such as codeine salts, belladonna tincture and ephedrine sulfate. 


dosage 


Adults — One teaspoonful every three or four hours, not exceeding 
four doses daily. 


Children 6-12 years — One-half adult dosage. 
Younger children — Adjust dosage according to age. 


packaging 
Coricip1n® Syrup, 4-ounce, pint and gallon bottles. 


yExempt narcotic. cw-s.64-156 
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pruritus (ani et vulvae) 
slow healing wounds 
diaper rash 

chafing 

etc. 


s. vitamin 
-Funk Laboratories, division 


in 
ulcers 
7 cream 
relieves pain and itching, stimulates healing 
CLINICALLY. EFFECTIVE — Panthoderm Cream quickly and definitely relie ed 
ch, often where other measures failed."’ In various ulcerative 
and pyogenic skin conditions a “majority healed and many showed various 
degrees of improvement.” Even long standing conditions res isi lant 
to other therapy seem to respond,to Panthoderm Cream, 
no evidence of sensitization, non-irritant > 
Recent published reports on Panthoderm Crear 4 
| Archives Derm. & Syph’, June 1954, 2-08 and farsi oz. tubes 
Boggan, W. Labecki, Clin. Med, May 1 
the so East Street, NewYork 17; N.Y, 
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after two we 
therapy with 
Panthoderm Crea 
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In Urinary-Tract Infection... 
the Test 


of Effective Therapy 


“*,.. there were no relapses in those freed 
of the initial urinary infection. . ..” 


Post-treatment recurrence is common in urinary-tract infection. 

With Suspension SuLFosE, however, Bohne and Chase! report no 
recurrence: “*...no patient returned for additional treatment . . . 79% 
were freed of urinary infection... .” Infection controlled, relapse pre- 
vented—this is the test of effective therapy. 

Suspension SULFOSE offers the advantages of three potentiating sul- 
fonamides in an alumina-gel base. Supported by comparative studies, it 
is a combination for higher and more prolonged blood levels? and 
maximal renal safety.?.* 

Supplied: Suspension Sutrose, bottles of 1 pint. Also available, Tablets SuLFose, bottles 


[2 Wize of 100 and 1000. Each 5-cc. teaspoonful and tablet contains 0.167 Gm. each of sulfadiazine, 
Lye sulfamerazine, and sulfamethazine. 


r 1. Bohne, A.W., and Chase, W.E.: Am. J.M. Sc. March, 1956. 2. Berkowitz, D.: Antibiot. 
Philadelphial, Pa. & Chemo. 3:6i8 (June) 1953. 3. Editorial: J.A.M.A. /59:1459 (Dec. 10) 1955. 


suspension 


SULFOS 


Triple Sulfonamides (Sulfadiazine, Sulfamerazine, Sulfamethazine) 
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DESTROYE 


",..INDIVIDUAL 
TRICHOMONADS ARE 
DESTROYED WITHIN 

10 TO 14 SECONDS 
AFTER CONTACT WITH 
A 1:250 DILUTION 
[VAGISEC LIQUID].” 


Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) 1955. 


n his new 7.4.M.J. article, Dr. Carl Henry Davis 
reviews his experience with the new trichomona- 
cide which he and C. G. Grand, research physi- 

ologist, developed under the name of “Carlendacide.” 
Now available as Vacisec jelly and liquid, it has 
been shown on clinical trial to clear up even stubborn 
cases of vaginal trichomoniasis. “Adequate office and 
home treatment can effect a cure of T. vaginalis in- 
fections, if limited to the vagina, within four weeks.”* 


Synergistic action. Vacisec liquid attacks the tri- 
chomonad with three surface-acting chemicals.* The 
chelating agent tears out the calcium of the calcium 
proteinate from the cell membrane of the trichomonad. 
The wetting agent lowers surface tension and removes 
waxes and lipid materials from the cell membrane. 
The detergent denatures the protein. With the cell 
membrane destroyed, the cytoplasm imbibes water 
from its surroundings, swells up and explodes.’ 
Synergism accomplishes this within 15 seconds ! 


Thorough peneration. Vacisec jelly and liquid pene- 
trate the cellular debris and mucoid material that 
line the vaginal wall and reach hidden trichomonads 
that lie buried among the rugae. They dissolve 
mucinous material and explode hidden trichomonads 
as well as trichomonads on the surface of the vagi- 
nal wall.* 


Trichomonads destroyed in 15 seconds. No other 
agent or combination of agents kills the trichomonad 
in this specific fashion, or with the speed of Vacisec 


are killed in well under 30 seconds the cumulative or 
synergistic action of detergent, chelating agent, and wet- as drinking water 
ting agent has produced a compound lethal for various soluuon as drinkir 
anima! micro-organisms in a dilution that is relatively latter group had : 


nontoxic and nonirritating.* 

Mouton pictures taken through a phase-contrast mi- 
croscope at 24 frames per second show that individual Carlendacide in t 
trichomonads are destroyed within 10 to 14 seconds who had T. vagi 


patent did not re 
and night, using a 
Jendacide to a qu 
fice treatment 


after contact with a 1:250 solution of Carlendacide (fig. 
2 and 3). Owing to the presence of blood serum or agar 
in the culture mediums, contact with some flagellates on 
a Slide is delayed, but in our tests ali have been killed 


liquid.* Dr. Davis studied this action under the phase- 
contrast microscope and actually saw individual 
trichomonads destroyed within 15 seconds of contact 
with a 1:250 solution.” 


Clinical tests. Vacisec liquid has been clinically 
tested by over 100 leaders in obstetrics and gyne- 
cology. Those who have followed the plan of treat- 
ment have had better than 80 per cent of cures 
among non-pregnant patients with one course of 
treatment.’ 


The Davis technic.t The Davis technic is a combi- 
nation of office treatment with Vacisec liquid and 
prescribed home treatment with both Vacisec jelly 
and liquid.» Dr. Davis says that office treatment is 
an essential part of the technic. 


Write for: reprint of Dr. Davis’ article,’ file card 
giving complete details of Davis technic, and pad of 
patient instruction sheets for home treatment. Ad- 
dress Julius Schmid, Inc., 423 West 55th Street, 
New York 19, N. Y. 


Bibliograpby 

1. Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) 1955. 2. Davis, C. 
H.: Am. J. Obst. & Gynec. 68:559 (Aug.) 1954. 3. Davis, C. 
H.: West. J. Surg. 63:53 (Feb.) 1955. 4. Davis, C. H.: 
J.A.M.A. 92:306 (Jan. 26) 1929. 


JULIUS SCHMID, INC. gynecological division ngetiens: non 


423 West 55th Street, New York 19, N. Y. 
VAGISEC is a trade-mark of Julius Schmid, Inc. Pat. app. for 


phenol, Sodium ethylene diamine tetra- 
acetate, Sodium dioctyl sulfosuccinate. In 
addition, Vacisec jelly contains Boric acid, 
Alcohol 5% by weight. 
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for your asthmatics... 


effective, safe 


bronchodilation and sedation 


rapid relief 


unique base melts promptly after 
insertion ...does not inactivate 
aminophylline... releases full thera- 
peutic dose for quick bronchorelax- 
ant and calming action 


MINET 


AMINOPHYLLINE WITH PENTOBARBITAL 
DIVISION 


suppositories 


exclusive nonreactive base 


safer control 


avoids gastric upsets of oral amino- 
phylline...cardiovaseular effects of 
adrenergics that preclude their pro- 
Mnged use 


_, Prescribe in boxes of 12: Full Strength 
Aminet Suppositories — aminophylline 
05 Gm. (7% gr.), sodium pentobarbital _ 
0.1 Cm: (1% gr.), benzocaine 0.06 Gm: 
AE gt). Also available, Half Strength 
ae and Plain Aminophylline 


j 
AMES. DM PANY ELKHART, INDIANA 
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Just introduced — 


remomycin. 


SULFASUXIDINE@—NEOMYCIN SUSPENSION WITH PECTIN AND KAOLIN 


for comprehensive antidiarrheal therapy... for the whole famaly 


as 


MAJOR ADVANTAGES: 1. ‘Sulfasuxidine’ and r in—for a. comprehensive 
of antibacterial action. Pectin: and kaolin detoxify and adsorb intestinal irri- 


You can prescribe new CREMOMYCIN even when the ing 3.0 Gm. ‘Sulfasuxidine,’ 300 mg. of neomycin 
whole family has diarrhea. It contains ‘Sulfasuxidine’ sulfate, 0.3 Gm. of pectin and 3.0 Gm. of kaolin. 
and neomycin. Both are sparingly absorbed — thus 

they are virtually nontoxic and their action is con- 

centrated in the intestine." Pectin and kaolin adsorb 

toxins and soothe the mucosa. 

Supplied: 8-0z. bottles, each fl. oz. (30 cc.) contain- 


Philadelphia 1, Pa. 
Reference: 1. Poth, E. J., J.A.M.A. 153:1516 (Dec. 26) 1953. DIVISION OF MERCK & CO., INc. 
‘ 
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Throughout the world... 
use in millions of cases 
and reports by thousands 


of physicians have built 


confidence inTERRAMYCIN 


BRAND OF OXYTETRACYCLINE 


... well-tolerated, 
rapidly effective 
broad-spectrum 
antibiotic of choice. 


Capsules, tablets, 
taste-tempting liquid 
forms and special 
preparations for 
parenteral, topical 
and ophthalmic use. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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nudges your patient to sleep 


Gentle as a lullaby, this new nonbarbiturate hypnotic brings tranquil 


sleep, and is useful even for those patients with liver 


or kidney disease. 500 mg. capsules, bottles of 100. O8Gctt 


603003 


She may never think of asking you for advice, 
doctor... but she'll thank you when you tell her about SELSUN. 
Your prescription for SELSUN (and SELSUN is sold only on 
prescription) will give her lasting relief from the 
symptoms of seborrheic dermatitis of the scalp or 
dandruff . . . quickly, easily, economically. 
Simple and pleasant to use. SELSUN is applied and rinsed out 
while washing the hair, takes little time. Completely contr 
81-87 % of seborrheic dermatitis, 92-95% of dandruff 


cases. In 4-fluidounce 
®Selenium Sulfide, Abbott y bottles with directions. Obbrott 


the patient with 
\ 
your help... 
i 
~ ® 
. 
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new! 


Just 1 Armatrinsic capsule b.i.d. supplies: 


Vitamin Bi2 with Intrinsic factor 
Concentrate* 1 U.S.P. Unit (Oral) 


Liver Fraction 2 N.F. with Duodenum 
(Containing Intrinsic factor).... 100 mg. 


Vitamin Activity concentrate... 10 mcg. 


Ferrous Betainate HCI equivalent to: 
100 mg. of Elemental Iron 
18 cc. of N/10 HCI.......... 666 mg. 
Folic acid 14 MG. 
Ascorbic acid U.S.P.. 100 mg. 
Cobalt Chloride. 20 mg. 
Molybdenum. 1.5 mg. 
0.50 mg. 
0.50 mg. 
0.50 mg. 
before compounding 
Adults: 2 or 3 capsules daily with meals 
Bottles of 50 capsules (small, attractive, 
odorless) 


for better patient 
response...use the 
latest development 


in antianemia therapy 


ARMATRINSIC 


© with new ferrous betaine hydrochloride... 
releases hydrochloric acid, important for 
proper iron absorption 


© provides complete therapy for all treatable 
anemias 


AND WHEN A LIQUID HEMATINIC 1S PREFERRED 


prescrins ARMATINIC® 


FOR A FAST START AND VIGOROUS IMPROVEMENT 
Bottles of 8 and 16 fl.oz. 


Ave THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY «+ KANKAKEE, ILLINOIS 
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MICTINE* — ORAL NON-MERCURIAL DIURETIC 


New Orally Effective Diuretic 
for Congestive Edema 


Best results are obtained when Mictine is administered with meals 


on an interrupted dosage schedule. 


MARCH 195 


WITHOUT MICTINE — Prior to diuretic therapy 
excessive sodium and water are characteristically re- 
tained in the ed t tient. 


An effective diuretic has been described as 

one which causes excretion of water, so- 
dium and chloride in amounts sufficient to 
reduce the edema but not to result in salt 
depletion. 

Mictine (brand of aminometradine), 
introduces to clinical practice an improved 
diuretic which not only meets the standard 
qualifications but has these seven addi- 
tional advantages: 

Mictine is orally effective; it is not a 
mercurial; it has no known contra- 
indications; it does not upset the acid-base 
balance; it exerts no significant influence 
on electrolyte balance; it may be given in 
the presence of renal or hepatic diseases; 
it is well tolerated. 

As with most effective therapeutic 
agents, in high dosage Mictine may cause 
some side effects in some patients; how- 
ever, on three tablets daily side effects 
(anorexia and nausea, rarely vomiting, 
*Trademark of G. D. Searle & Co. 


Descriptive literature and clinical trial 
ck on request to. . 


WITH MICTINE — Inhibition of the reabsorption of 
sodium ion leads to an increased excretion of sodium 
ion, water and chloride. 


diarrhea or headache) are minimal or 
absent. 


Clinically, Mictine is useful in the main- 
tenance of an edema-free state in all pa- 
tients and for initial and continuing diuresis 
in mild or moderate congestive failure. It 
is not intended for initial diuresis in severe 
congestive failure unless either sensitivity 
or tolerance to other diuretics has devel- 
oped in the patient. 

The maintenance dosage of Mictine, as 
well as for initial diuresis in mild or mod- 
erate congestive heart failure, is one to four 
200-mg. tablets daily in divided doses; the 
dosage for initial diuresis in severe conges- 
tive failure, under the conditions already 
described, is four to six tablets daily. For 
either use, it is recommended that Mictine 
be prescribed with meals on interrupted 
dosage schedules; that is, prescribing Mic- 
tine on alternate days or for three consecu- 
tive days and omitting it the next four days. 


P. O. Box 5110 C-17 
Chicago 80, Illinois 
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Lvenly Spaced 
Activity 


Antispasmodic- 
Sedative 


Sethe 
(Revere! atary 
36. 


PHARMACEUTICALS 
HANOVER, N. J. 
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a new topical anesthetic for oral administration 


XY LOCAIN E® VISCOUS asia 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


x High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
immediate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 
@ Cherry flavored ... pleasant and easy to take. 


®@ Xylocaine Viscous has proved valuable in the 
**dumping”’ syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 


Average Dosage: One tablespoonful, administered orally. 
Additional information available upon request 


Astra Pharmaceutical Products, inc., Worcester 6, Mass., U.S.A. 


*U.S. Pateht No. 2,441,498 
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because 

your allergic patients 
need a lift 

a new f.... 


| 
(tripelennamine hydrochloride and methyl-phenidylacetate CIBA) 4 


new, mild stimulant 
and antihistamine 


boost their spirits... relieve their allergic symptoms 


So often the allergic patient is 
tired, irritable, depressed—mentally 
and physically debilitated. Frequent- 


ly, antihistaminic agents themselves 
are sedative, adding to this already 
fatigued and disconsolate state. 


Plimasin, because it combines a 
proved antihistamine with a new, 
mild psychomotor stimulant, over- 
comes depression and fatigue while 
it achieves potent antiallergic ef- 
fects. Its new stimulant component 
—Ritalin—is totally different from 
amphetamine: smoother, gentler in 
action, devoid of pressor effect. 


DOSAGE: One or 2 tablets as required. 


Each Plimasin tablet contains 25 mg. Pyri- 
benzamine® hydrochloride (tripelennamine 
hydrochloride CIBA) and 5.0 mg. Ritalin® 
(methyl-phenidylacetate CIBA). 


CIBA SUMMIT, N. J. 


2/2191" 
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@e a musculotropic drug 
to relieve intrinsic muscle 
spasm within the muscle cell 


@ neurotropic drug 

to relieve acetylcholine spasm 
from excessive activity of 
the parasympathetic nervous 
system 


a sedative drug 

to relieve the causative or 
resultant nerve-tension and 
irritability 


with PHENOBARBITAL, 


*brand of Thiphenamil HCl 


Spasm may exist within the muscle cells and be resistant to anti- 
cholinergic drugs. But when neurogenic and resulting from excessive 
activity of the parasympathetic nervous system, the fundamental 
origin of spasm often is tension and irritability of the central 
nervous system. 


Trocinate with phenobarbital relieves spasm by a comprehensive, 
three-way action. Trocinate exerts both strong musculotropic and 
neurotropic effects, as proved by extensive pharmacologic studies.!,? 
Clinically, Trocinate has been stated to be an effective antispas- 
modic in spastic colitis’! and in biliary dyskinesia,’ peptic 
ulcer,4 pylorospasm,! gastroenteritis,! gastrointestinal irritability,‘ 
and in spasms of the bladder and ureter.2 Average dosage of Trocinate 
(1 grain) with phenobarbital (14 grain) is one tablet, four times a 
day. Trocinate (1! grains) is also issued without phenobarbital for 
more intensive antispasmodic therapy. 


1. J. Pharm. & Exp. Ther., 89:131 
2. J. Urology, 73:487 

3. J. Mo. Med. Assoc., 48:135 

4. Med. Rec. & Annals, 43:1104 


Wm. P. Poythress & Co., Ine. 


RICHMOND 17, VIRGINIA 
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air and reassuranee 


H. C., age 3, with “asthma type” history. 
Very upset, severe attack of asthma, first 
episode, 0.15 cc. i.m. of BRONKEPHRINE, 
at 6:20 P.M. Calm and playing at 6:35 P.M. 


Fright, as well as anoxia, grasps the 
classical “first-attack” asthmatic child. 
You well know that this youngster needs 
air and reassurance. Both are 

available with BRONKEPHRINE without side 
effects subtracting from success. 
BRONKEPHRINE'S lack of excitation,» 
in fact, far less than epinephrine,’ has 
been particularly valuable in the 

control of asthma in children.' This 

can be true in your practice, too. 
BRONKEPHRINE'S lack of excitation is 
reflected by another happy advantage — 
lack of pressor effect.':3-° Even 
hypertensive asthmatics can now receive 
potent antiasthmatic therapy without 
affecting their blood pressure—a factor 
of major importance in selecting 

asthma therapy —whether the patient is 
hypertensive or not. 


But this potent drug, “‘...a superior tool 
for the treatment of bronchial 
asthma,” unlike other effective 
sympathomimetic amines, develops tolerance 
far less frequently and to a lesser 
degree—an obvious advantage in 
the prolonged treatment of asthma.! 


BRONKEPHRINE (ethylnorepinephrine Breon) 
for either intramuscular or intravenous 
injection— your drug of choice for 
any asthmatic —is available in 10 cc. 
multidose vials, containing 2 mg. of 
BRONKEPHRINE in each cc. 


Bronke phrine® 


(ETHYLNOREPINEPHRINE BREON) 


another exclusive, quality-controlled 
parenteral from Breon, your House 
of Advanced Office Parenteral Medication. 


We will be pleased to send you more 
information, or a clinical sample for your 
practice. GEORGE A. BREON & COMPANY 
1450 Broadway, New York 18, N.Y. 


1. Foland, J. P.: oe ry Med. 18:397, 1955. 
2. Schulte, J. W.; Reif, E. C.; Bacher, J. "A.; 
Lawrence, W.S., and Tainter, M. L.: 
pa Pharmacol. & Exper. Therap. 713 62, 1941. 
3. Bubert, H. M., and Doenges, J. P.: Bull. 
School Med. Univ. Maryland 31 ney 1), 1946. 
4. Tainter, M. L.; Pedden, J. R., and James, M.: 
. Pharmacol. & Exper. Therap. 51: oe 1, 1934. 
Tainter, M. L., and 
Cameron, W : 3. Pharmacol. & Exper. 
Therap. 55: 542, 1935. 
6. Hartman, M. M.: Ann. Allergy 3:366, 1945. 


| 
4 
Breon 


introduci 


dosage: Adults—1 to 2 times a day 

with food or immediately, eee — 1 tablet two to four 
times a day. 

supplied: Yellow, ttles of 50. 
tlissive: Spasmolysigi mat interference 
with normal function: va 


~ news a ance 
irst ora Ctive lissiv 
; 


{rue spasmolysis 


of skeletal muscle 

musculoskeletal and 

neurological disorders 
eitective up to 6 hours 


Synthesized and characterized by McNeil Laboratories, 
FLEXIN is the first skeletal muscle relaxant truly effective 
by mouth. Its lissive action relieves the disability and pain 
of skeletal muscle spasm=common denominator of many 


musculoskeletal and neurological disorders. 


nota mephenesin derivative 


FLEXIN provides superior and long lasting—up to 6 hours 
—spasmolysis of voluntary muscle in low back syndromes, 
fibrositis, strains, sprains, and in noninflammatory 


rheumatic and arthritic disorders. 


Striking results are reported in cerebral palsy. Over 65 per 
cent of spastics obtained definite reduction of excessive 
muscle tone. In addition, a highly significant number of 
patients with multiple sclerosis, spinal spasticity and 


Parkinsonism were benefited. 


McNeil Laboratories, Inc., Philodelphic 32, Po. 


‘ 


8/12/55 


__lor (2)_a low WBC count due to radiation. A number of boil-_ 
like lesions appeared over the. body. 


Initially abe was treated by X-ray radiation, adrenal “cortical 


C0 


DISCHARGE SUMMARY 


_Pati ite female, a entered h ital with a 


_diagnosis of lymphoma, proved to be lymphosarcoma by _ 
biopsy. 


hormone and an antinauseant, During this regimen she 
developed a generalized rash which became infected, This _ 
was a drug reaction with infection due either to (1) scratchiagh 


On. 8/4 penicillin was started in a dosage of 600, 000 units _ BS 
_daily. Penicillin was continued for six days during which 


_j time the pyoderma became worse. 


Aspirated material from the lesions yielded hem, S, aureus, 


| penicillin, _more than 10 units; erythromycin, 10. mcg. 


| coag. + and the following sensitivities were obtained: __ 


On 8/9, erythromycin was started in a dosage of 200 mgm, [ ly 


qg.i.d. Marked improvement was noted very soon and by 
8/12 almost complete healing of all lesions had occurred, 


Patient was afebrile throughout, Le 


| Final Diagnosis: (1) lymphosarcoma (2) secondary pyoderma |_ 


due to hemolytic Staphylococcus aureus. 


Result: complete healing of secondary pyoderma with | 


erythromycin. 


| 
| 
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ome Now, you can prescribe an antibiotic (Filmtab 
ERYTHROCIN) that provides specific therapy against 


ag organisms eause most bacterial respiratory infections 
(and since they are the very organisms most sensitive 


to ERYTHROCIN) doesn’t it make good sense to 


prescribe ERYTHROCIN when the infection is coccic? 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Since ERYTHROCIN is inactive against gram- 
Ba ‘ q P negative organisms, it is less likely to alter intestinal. 
/ oy flora—with an accompanying low incidence of side 
effects. Also, your patients seldom get the allergic 
CHAO loss of accessory vitamins during ERYTHROCIN 


a therapy. Filmtab ERYTHROCIN (100 
and 250 mg.), bottles of 25 and 100. O8Gott 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


® Filmtab—Film sealed tablets; patent applied for 


og. | 
ab 
; 
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: 


28 SOUTHERN MEDICAL JOURNAL MARCH 1956 


In the simple process of neutralizing stomach acid, 


one antacid may work as well 
as another. Still, we think 
Syntrogel® ‘Roche’ is worth 

a trial because it's likely to 
work just a little bit faster 
(in a matter of seconds), 

last longer (often for hours), 
and the relatively small 
tablets "go down" so easily - 


H 
, no chewing required. 


minutes 19 29 N 40 50 60 10 80 90 


Original Research in Medicine and Chemistry 
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new NEOBON contains 4 factors plus 1... 
for those over 41 


Gonadal Hormone Replacement 


Balanced combination of ethinyl estradiol and 
methyltestosterone 


Hematinic Component 

Iron plus 7 other hematopoietic factors 
Digestant Enzyme Replacement 

Helps insure adequate digestion 
Nutritional Supplement 

9 important minerals, plus essential vitamins 


and the exclusive “PLUS 1” FACTOR 


Protein Improvement 


With lysine, essential amino acid commonly lacking 
in geriatric diets 


Supplied: Bottles of 60 soft, soluble capsules. 


* TRADEMARK 


; 
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Superior antacid action and... 


"For palatability, 


wa 


many patients prefer Maalox 


MAALox®, an efficient antacid suspension of magnesium- 
aluminum hydroxide gel, is smooth-textured, and always manna 
pleasant to take. MAALOX was tested by thousands of hos- a : nage 
pital outpatients, who preferred it to other antacids. Indeed _ oo Sele ™s 
high patient acceptability (without danger of constipation ) (Aspirin buffered with Maalox) \ 
/ 


is one of the outstanding advantages of MAALox therapy.” © Doubles blood salicylate level 

As to chemistry: MAALOx has more acid-binding capacity a 

than aluminum hydroxide gel, and maintains its antacid © Clinically proved. i 

effect twice as long.* Samples on request. ’ 
Supplied: Suspension, bottles of 12 fluidounces. 

Tablets, bottles of 100. Samples sent promptly on request. 

1. Kramer, P.: Med. Clin. North America, 39:1381, Sept. 1955. 

2. Morrison, Samuel: Am. J. Gastroenterology 22:309 (1954). = 

3. Rossett, N. E., Rice, M.L.. Jr., Gastroenterology 26:490 (1954). “eee” 


better suited for antacid therapy”? 


WILLIAM H. RORER, Inc. PHILADELPHIA, PA. 
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“This hat makes me look almost as young as I feel!’’ 


Good health during life’s later years is a con- 


stant delight to those who have it. To help 
these spirited people sustain their activities, eC V i al 
many doctors prescribe regular dietary supple- 


mentation with GEVRAL. This special geriatric Geriatric Viemin-Mineral Supplement Lederle 
formula provides 14 vitamins, 11 minerals, 
and Purified Intrinsic Factor Concentrate 


> filled sealed capsules a Lederle exclusive, for more 
all in one convenient, dry-filled capsule. 


LEDERLE LABORATORIES DIVISION «menscav Cyanamid comravy PEARL RIVER, NEW YORK 


*REG. U.S. PAT. OFF. 


tach GEVRAL Capsule contains: 
Choline Dihydrogen Citrate. . Phosphorus (as CaHPO,)...... 
Boron (as Na2B,07.10H20).. 
Ascorbic Acid (C) Copper (as CuO) 
Mononitrate (B . Vitamin E (as tocophery! acetates) -U.  EWuorine (as CaF) 
flavin (Be)... . Rutin. Manganese (as MnO2) 
Folic Acid. . . tron (as FeSOx).. Magnesium (as MgO) 
HCI (Bs). .  lodine (as KI).. Potassium (as K2SQ4)......... 
Pantothenate. Calcium (as CaHPO,).. . Zine (as Zn0)............-. 


Other Lederle geriatric products include: GEVRABON* Vitamin-Mineral Supplement Liquid with a wine flavor; GEVRAL* Protein Vitamin- 
Mineral-Protein Supplement Powder; and GEvriNE* Vitamin-Mineral-Hormone Capsules. 


3 
..... 110 mg. 
‘ ; 1 mg. 
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This in anemia is the unique 


- ability, possessed only by cobalt, to stimulate 
bone marrow. With Roncovite, patient 
well-being naturally accompanies rapid and 


increases in RBC's and 


of the 58 [pregnant] (98. 2 
d their {with Roncovite] . . 


‘OBST. & GYNEC. 


levels were elevated.’ 
LAJOUS, J, SEBASTIAN, F. 


Lhe latest advance inthe _ 
treatment of anemiais 
“These studies show that oral cobalt therapy can stimulate erythro- 
 poiesis 
«potest MED. 41:96 JAN.) 1953. 
Imp! 
_ One tablet after each meal and at bedtime. Children 1 year-or over, 0.6 cc. (10 dro “ee a 
infants less than 1 cc. (5 drops) once daily diluted with water, milk, fruitor 
LLOYD srotHers, inc. CINCINNATI 3, OHIO. 


for the 
elephantine 
appetite, 
give 

“will power 
by mouth” 


tablets extentabs* 


an effective psycho-normalizer, 
to curb the emotionally spurred appetite 


In each Tablet Extentab 
seroma 3.33 mg. 10.0 mg. Methamphetamine for central nervous stimulation (more 
lag. potent than amphetamine) * with phenobarbital control, in 
A. H. ROBINS CO., INC., Richmond 20, Virginia optimal ratio * as plain Tablets — or as Extentabs®, 


Ethical Pharmaceuticals of Merit since 1878 that work all-day on a single dose 


| 
| 


response 
in 79% of cases* 


of Psoriasis 


when treated in controlled 
tests as a manifestation 
of disordered metabolism, 
by administration 

of Entozyme 


Robin *Ingels, 
California Medicine 
79:437, 1953. 


TABLETS 


(Comprehensive Digestive 
Enzyme Replacement ) 


A. H. ROBINS CO., INC. 
RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Meri 


In each tablet: 
Pepsin N.F............ 250 mg. 
in gastric-soluble coating 


dis 
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published studies * show: 


Improvement is “almost immediate,” with 
“good to excellent results”-in four out of five patients, and 
no postherpetic neuralgia in any patient who responded favorably. 


Protamide is a sterile colloidal solution prepared 
from animal gastric mucosa . . . denatured to 
eliminate protein reaction . . . completely safe and 
virtually painless by intramuscular injection. 


Clinical data on request. 


we PROTAMIDE 


in herpes zoster and post-infection neuritis 


ERMAN La 


Combes, F. C. & Canizares, 


ABORATORIE®? 
AR Mace 


C.:_U. S. Armed 
Forces M. J. 1:1045, 1950. 
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in ‘‘chronic constipation”’ patients 


for other signs of 
biliary dysfunction 


Other symptoms of dyspepsia, such as flatulence, 
intestinal atony, and belching—along with the patient’s 
chronic constipation—may indicate a functional 
disorder of the biliary tree. 


1 or 2 Neocholan tablets t.i.d.—with meals—is the usual effective dosage. 
As symptoms improve the dose may be decreased to 1 or 2 tablets daily. 
Each Neocholan tablet supplies Dehydrocholic Acid 250 mg. (334 grs.); 
Homatropine Methylbromide 1.2 mg. (1/50 gr.); Phenobarbital 8.0 mg. 
(% gr.). Bottles of 100 and 1000 coated, yellow tablets. 


PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc. Indianapolis 6, Indiana 


ve 
Neocholan promptly. relieves symptoms of biliary 
P = dysfunction...including chronic constipation, Neow 
~cholan increases the production of bile and pro motes. 
| proper drainage of bile into the duodenum. 
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‘nonsensitizing 


HERPES ZOSTER acting...deeply 


anesthesia 


Xylocaine Omtment (a new form of the 
widely accepted Xylocaine) is an unusually 
effective topical anesthetic free of irritating, 
sensitizing of toxic reactions. 


Controls pain, itching ond burning 
sensations. May also be appliea 
“to prevent ¢-ain discomfor! during 


AURAL examinetion and instrumentation, 
EXAMINATIONS 


soluble vehicles 2.5% and 5% 
Xylocaine base in collapsible tubes 6% 
available in wide-mouth jars) each 
containing 35 grams (approx, }.25 ounces). 


xV¥LOCAIN E° OINTMENT ASTRA 


(Beond of 


Kylocaine Ointment is now Made available at the request 
of many physicians, surgeons, and cinesihesiclogists 
who rovtinely vse Xylocaine HCI Solution. 


Astro Pharmaceutical Predwcts, fnc.- 
Worcester 6; Mass, 


@ Available in nonstaining, water 
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IGNORANCE 
ISN’T 
BLISS* 
There is an awful, quite unlawful, 
Violent and dread ache 
That should have fame and Latin name 
And yet is called “a headache.” 


The victim thinks his head’s in kinks, 
Or, from the inner clamor, 
*Verse by 
inc a a Some hidden sprite with all his might 
ustrations by 


<r Is banging with a hammer. 


He seems to feel that rods of steel 
Are thrusting through his cranium. 
In state so vile, he couldn’t smile 


To hear he’d struck uranium. 


Poor soul is he who hopelessly 
Is sick as hell with migraine 
(And pity, too, this person who 
Must not have heard of Wigraine.) 


WIGRAINE 


A fast-acting, complete treatment for the migraine attack, Wigraine tablets each contain 
1.0 mg. ergotamine tartrate and 100.0 mg. caffeine to abort head pain; 0.1 mg. belladonna 
alkaloids to alleviate nausea and vomiting; and 130.0 mg. acetophenetidin to relieve residual 
— — pain. The tablets disintegrate in seconds, and are available foil-stripped 
In xes 5 


Organon INC. ¢ ORANGE, N. J. 
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establishing 
desired 
eating 
patterns 


and the 60-10-70 Basic Plan 


In the development of good eating habits, medication is 
important, not only in initiating control, but also in 
maintaining normal weight.!:24 


Obedrin contains: 

e Methamphetamine for its anorexigenic and mood- 
lifting effects. 

e Pentobarbital as a balancing agent, to guard against 
excitation. 

e Vitamins B, and B, plus niacin to supplement the diet. 

e Ascorbic acid to aid in the mobilization of tissue 
fluids. 
Since Obedrin contains no artificial bulk, the hazards 
of impaction are avoided. The 60-10-70 Basic Plan 


provides for a balanced food intake, with sufficient 
Protein and roughage. 


Write for 


Semoxydrine HCl (Metham- 
phetamine HCl) 5 mg.; Pen- 
tobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine HCl 
0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. 
& Dig. Treat., 5:778 (Oct.; 
1954). 
2.Sebrell,W.H.,Jr.:J.A.M.A., 
152:42 (May, 1953). 

3. Sherman, R.J.: Medical 
Times, 82:107 (Feb., 1954). 


60-10-70 Menu pads, weight charts, THE S. £. MASSENGILL COMPANY 


and samples of Obedrin. 


BRISTOL, TENNESSEE 


1956 
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nd- to normal in rheumatoid 


‘basis of superior in tb 
4 rednisone (cortisone analog), STERANE is also relative : 
free of such side as edema, 


— 
an 
: 
Supplied: White, 5 mg. oral tablets, | | 
bottles of 20 and 100. Pink, 1 mg. al: nted a First Inter 
tablets, in bottles of 100. Both nat. Conf on 
are deep-scored andin the dis-. -1,-1955, 3. Perlm, 9, P.L., and, 
_tinctive “easy -to-break” size and . —Tolksdort, Exhibit pre 
LABORATORIES obwision, Prizer & Co, Int. Brooklyn 6, New York 
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| THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


ANATOMY—SURGICAL 

a. ANATOMY COURSE for those interested in pre- 

paring for Surgical Board Examination. This includes 

lectures and demonstrations together with supervised 
dissection on the cadaver. 

b. SURGICAL ANATOMY for those interested in a 
neral Refresher Course. This includes lectures with 
emonstrations on the dissected cadaver. Practical 

anatomical application is emphasized. 

c. OPERATIVE SURGERY (cadaver). Lectures on 

applied anatomy and surgical technique of operative 

procedures. Matriculants perform operative procedures 
on cadaver under supervision. 

d. REGIONAL ANATOMY for those interested in pre- 

paring for Subspecialty Board Examinations. 


PROCTOLOGY and 
GASTROENTEROLOGY 


A two months combined course comprising attendance 
at clinics and lectures; instruction in examination, diag- 
nosis and treatment; pathology, radiology, anatomy, 
operative proctology on the cadaver, anesthesiology, wit- 
nessing operations, examination of patients pre-opera- 
tively and post-operatively in the wards and clinics; 
attendance at departmental and general conferences. 


OBSTETRICS and GYNECOLOGY 


A two months full-time course. In Obstetrics: lectures; 
prenatal clinics; attending normal and operative deliv- 
eries; detailed instruction in operative obstetrics (mani- 
kin). X-ray diagnosis in obstetrics and gynecology. 
Care of the newborn. In Gynecology: lectures; touch 
clinics; witnessing operations; examination of patients 
pre-operatively; follow-up in wards post-operatively. 
Obstetrical and gynecological pathology. Culoscopy. 
Studies in sterility. Anesthesiology. Attendance at 
conferences in obstetrics and gynecology. Operative 
gynecology on the cadaver. 


PRACTICAL 
ELECTROCARDIOGRAPHY 


A two weeks part-time elementary course for the prac- 
tioner based upon an understanding of electrophysi- 
ologic principles. Standard, unipolar and _ precordial 
electrocardiography of the normal heart. Bundle branch 
block, ventricular hypertrophy, and myocardial infarc- 
tion considered from clinical as well as electrocardio- 
graphic viewpoints. Diagnosis of arrhythmias of clini- 
cal significance will be emphasized. Attendance at, and 
participation in, sessions of actual reading of routine 
hospital electrocardiograms. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


are 


A New, Potent 
-Ataractic Drug 


for the Management 
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Announcing 


Revision of 
| M. ‘ inutes 
UN. N. R. Monograph for Minutes 1 


60 9 


ALGLYN 


dihydroxy aluminum aminoacetate 


On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 


this most recent form of aluminum ant- 
acid therapy is as active—IN TABLET 
ForM—as the various aluminum hydrox- 
ide preparations are in Liquip form: 


“Dihydroxy aluminum aminoacetate . .. shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Aigtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets!. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


Reprint of recent 
in vivo studies avail 
able on request 


Maliglyn Compound, each tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm., belladonna alkaloids, 0.162 
mg., phenobarbital, 16.2 mg., per tablet, 
bottles of 100 (pink); and as Belglyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm., belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow). 


1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
> —— E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


Braylon PHARMACEUTICAL COMPANY 


CHATTANOOGA 9. TENNESSEE 


| 
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® 

TT A 10-mg dose of Romilar 
equals a 15=mg dose 
| of codeine in specific 


antitussive effect. 


Yet Romilar®'Roche' is 


non-narcotic; it does 

| not cause drowsiness, 
nausea or constipation. 
Tablets, 10 mg; syrup, 
10 mg/4 cc; expectorant, 
15 mg Romilar plus 

90 mg ammonium chloride 


per 5 cc. 
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Gantricillin is Gantrisin plus penicillin in a single tablet. | 


For severe infections, Gantricillin-300; for mild infectious; 
_Gantricillin (100); for pediatric infections, Gantricillin | 
(acetyl)-200 suspension. | 
= vrand or sulrisoxazole | 
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new 


way in x-ray 
is dial-the-part automation 
in Picker Century Il 


fluoroscopic-radiographic x-ray 


4 


unit 


your local Picker representative about the new 
ANATOMATIC”; let him show you how it works, tell 
how modest its cost, what a boon for you it may 


prove to be. 


simple... 
hhere’s all you do... 
72” (inset here is a typical 
| thickness of. that part in 
| patient you're x-raying. 
---take 
d the radiograph 
that’s all there is to it. “Di AR 
automation takes it 
. 25 South Broadway, White Plains N.Y. 
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the only broad spectrum 
antibiotic preparation that... 


1 provides the antimicrobial 
activity of tetracycline 


Because it contains Steclin (Squibb Tetracycline), 
the well tolerated broad spectrum antibiotic, 
MYSTECLIN is an effective therapeutic agent for 
many common infections. Most pathogenic 
bacteria, as well as certain large viruses, certain 
Rickettsiae, and certain protozoans, are 
susceptible to Mysteclin. 


2 protects the patient against 
monilial superintection 


Because it contains Mycostatin (Squibb Nystatin), 
the first safe antifungal antibiotic, MYSTECLIN 

acts to prevent monilial overgrowth frequently 
observed during broad spectrum antibiotic therapy. 
Manifestations of this overgrowth may include some 
of the diarrhea and anal pruritus associated with 
antibiotic therapy, as well as vaginal moniliasis 
and thrush. On occasion, serious and even fatal 
infections caused by monilia may occur. 


STECLIN-MYCOSTATIN 
(Squibb Tetracycline- Nystatin) 


Each MYSTECLIN Capsule contains 250 mg. Steclin (Squibb Tetracycline) 
Hydrochloride and 250,000 units Mycostatin (Squibb Nystatin). 


Minimum adult dose: 1 capsule q.i.d. Supply: Bottles of 12 and 100. 


SQUIBB 


“MYSTECLIN’, "STECLIN’ AND ‘MYCOSTATIN’'@ APF SQUIBB TRADEMARKS 
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THORAZINE* 


*Thorazine’ can facilitate 


to help you relieve 


the over-all management of 
: our menopausal patient. 
the severe emotional upset y pausal pa 


Its unique, non-hypnotic 


of the menopausal patient tranquilizing effect 


4 relieves anxiety, tension, 

agitated depression and 
helps you to restore to 
the patient a feeling of 
well-being and a sense 
of belonging. 

‘Thorazine’ is available in 

| ampuls, tablets and syrup 

(as the hydrochloride), 
and in suppositories 
(as the base). 


For information write: 


Smith, Kline & French 
Laboratories, Philadelphia 1 


*T.M. Reg. ULS. Pat. Off. for 
chlorpromazine, S.K.F. 
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to help 
your 
patients 
past 40 
correct... 


biliary dyspepsia & constipation 


Rehfuss' has stated that after 40, constipation is “the greatest single medical problem” 
and Shaftel? reports on the exceptional clinical results of Caroid® and Bile Salts in 
chronic constipation typical of this age bracket. 


These cases do not respond to laxatives alone because associated complaints of flatu- 
lence and indigestion point to biliary dysfunction and digestive impairment as factors 
coexisting with constipation. 


Caroid and Bile Salts Tablets are ideally suited for broad coverage in these cases. 
Through their 3-way action, they: 

e INCREASE BILE FLOw 

e IMPROVE DIGESTION 

e PROVIDE GENTLE LAXATION 
Tablets of Caroid and Bile Salts with Phenolphthalein have been clinically established 


and proved over the years. Try them in your next case of biliary dyspepsia and consti- 
pation. 


Available — bottles of 20, 50, 100. For professional samples address: 
American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 


1, Rehfuss, M. E.: Indigestion, Philadelphia, W. B. Saunders Co., 1943, p. 322. 
2. Shaftel, H. E.: J. Am. Geriatrics Soc. 1:549 (Aug.) 1953. 
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Wz 


is the word 


for Noludar 


Mild, yet positive in 

action, Noludar 'Roche' 

is especially suited 

for the tense patient 

who needs to relax and 

remain clear—headed— 

or for the insomniac 


who wants a refreshing 


forming. Tablets, 


night's sleep without 
hangover. Not a 
barbiturate, not habit— 


50 and 200 mg; elixir, 
50 mg per teasp. 


Noludar® brand of methyprylon 
(3,3-diethy1-5-methyl- 
2,4-piperidinedione) 


Original Research in 
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Quickly Relieves Nasal Congestion in Colds, 
Sinusitis, Allergic Rhinitis 


RHINALL nose 


A better nasal medication to assure your patient 
of prompt, prolonged relief. 


e Safe for children and adults 
e No burning or irritation 
e No bad taste or after-reactions 


e No risk of sensitization 


contains: 


Phenylephrine Same proven formula available in 14 oz. plastic 
Hydrochloride . . . . 0.15% 


‘Propadrine” Hydrochloride 0.3%, Spray bottle. Samples on request. 


In an isotonic saline menstruum 


RHINOPTO COMPANY, DALLAS, TEXAS 
Ethical Specialties for the Profession 
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BRAND OF BICARBONATE-BITARTRATE MIXTURE 


represents a new, effective and acceptable way to treat constipation. Through 


the release of carbon dioxide in the rectum, Pharmalax suppositories stimulate the normal defeca- 


tion reflex mechanism in a physiological way. 


better than an oral laxative... 

because it induces defecation within about 
30 minutes, without causing systemic effects, 
interrupting normal digestive processes or lead- 
ing to habituation. 


better than an enema... 
because it is much simpler to use, causes 


less discomfort, and is more acceptable to the 
patient. 


indicated whenever laxation 
is needed... 

particularly valuable in nursing mothers, be- 
cause it does not purge the baby, and for 


children because of its ease of administration 
and gentle action. 


the rapid action of Pharmalax 

is of special value in a program of bowel 
retraining since it permits coordination of the 
effect of the suppository and of meals on the 
gastrocolic reflex. 


Each suppository contains sodium bicarbonate, 
0.6 Gm., and potassium bitartrate, 0.9 Gm. in 
a special inert base, and is coated with cocoa 
butter for easy insertion. 


Supplied in boxes of 12 and 60. 


Samples and literature on 
request. 


PHARMACIA LABORATORIES, Inc. 270 Park Avenue. New York 17, N.Y. 


Pharmacia — the originators of Dextran 
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In 
premature 
labor 


a Characteristic effect of Lutrexin 
On contracting uterine muscle. 


(HLW.ED. Brand of Lututrin) TABLETS 


Mi for the relief of 
uterine contractions 


LUTREXIN is a new, water soluble, non steroid, uterine 
relaxing factor—a new ovarian hormone entirely unlike estrogen 
or progesterone—which has been isolated from the ovary. 


LUTREXIN produces demonstrable blood levels thirty 


minutes after oral administration.! 


In a preliminary study, Majewski and Jennings? report that 
the use of LUTREXIN has produced favorable results in 80% of 
clinically diagnosed cases of premature labor. 

Supplied in bottles of 25—1000 unit tablets. 


1. Jones, Georgeanna S. and Smith, Frank: Am. J. Obstet. Gynecol., 
Vol. 67: No. 3, 628-633, 1954. 


2. Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, 
Vol. 5, No. 5, 1955. 


HYNSON, WESTCOTT & DUNNING, INC., Baltimore, 1, Md. 
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Sickle Cell Crises* 


are complicated by gallstone formation. 


THE OCCURRENCE of abdominal pain in pa- 
tients with sickle cell anemia has always eluded 
a satisfactory explanation. The incidence and 
importance of gallbladder disease in such 
patients has not received proper emphasis in 
the numerous reviews of this subject. Such an 
omission is noteworthy since an exhaustive 
review of case reports and autopsy protocols 
reveals there is a significant incidence of 
biliary calculi in patients with sickle cell 
anemia. Hence an association is not surpris- 
ing, since hemolysis of red blood cells is re- 
garded as one of the causes of stone formation 
in the gallbladder. Furthermore, excessive 
bilirubin as well as increased cholesterol levels 
in the blood, characteristic findings in chronic 
blood destruction, have been associated with 
cholelithiasis. In a report from the Mayo 
Clinic! it was found that 70 per cent of their 
patients with congenital hemolytic anemia 
had associated cholelithiasis. 


The following case reports are presented as 
examples of gallbladder disease in patients 
with sickle cell anemia. 


Case 1. M.W., a 14 year old Negro boy, was first 
seen in 1944, at the age of six years, in the Out- 
Patient Service at Hermann Hospital. His foster 
mother, who had no knowledge of his parents, stated 
the diagnosis of sickle cell anemia was made on this 
boy at the age of 18 months. 


From the onset of his disease until the present ad- 
mission to the hospital, a period of twelve and one- 


*Read before the Section on Pediatrics, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


tFrom the Department of Pediatrics, Baylor University Col- 
lege of Medicine; Pediatric Out-Patient Service, Jefferson Davis 
Hospital; and Pediatric Out-Patient Service, Hermann Hos- 
pital, Houston, Tex. 


Relationship of Cholelithiasis to 
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A. AARON MINTZ, M.D., GAYLORD CHURCH, M.D., and 
ERIE D. ADAMS, M.D.,t Houston, Tex. 


The differential diagnosis in the abdominal crisis of sickle coll anemia must 
include consideration of cholelithiasis. Hemolytic anemias not uncommonly 


half years, the patient had complained of recurrent 
leg pain, intermittent attacks of jaundice and showed 
evidence of retarded growth. Although he often suf- 
fered attacks of nausea and vomiting, he had no frank 
abdominal cramping until the age of 8, at which time 
his episodes of sickle cell crisis became associated with 
rather severe constant abdominal pain. Subsequent to 
the onset of these episodes of abdominal pain the 
child was hospitalized and given transfusions on 
numerous occasions. 


Laboratory determinations in the interim (1944 to 
1947): the icterus index varied between 4 and 27 
units; the hemoglobin ranged from 6 to 10 grams, 
with red blood cell counts of two to three million. 


In April, 1952, the patient presented himself with 
symptoms of marked abdominal pain associated with 
vomiting. Because of the severity of his pain and its 
localization to the right side of his abdomen, he was 
admitted to the hospital for observation. 


Physical examination at this time revealed a thin, 
chronically ill child who preferred to lie on his right 
side with his thighs flexed upon his abdomen. There 
was mild icterus of the sclerae. Examination of the 
abdomen revealed the liver to be enlarged to 6 cm. 
below the right costal margin. The spleen was felt 
2 cm. below the left costal margin. There was marked 
tenderness in the right lower quadrant as well as 
mild tenderness in the right upper quadrant. Rectal 
examination showed fullness and tenderness on the 
right side. The temperature (rectal) was 99°, the pulse 
88, and respiration 24 per minute. Laboratory work 
revealed the following: red blood cell count of 3 
million, hemoglobin of 9 Gm., white cell count of 
19,350 with 75 per cent polys. 

Because of the acute nature of the condition and 
the suggestive physical findings, a surgical consulta- 
tion was obtained. The surgeons concurred with the 
diagnosis of an “acute abdomen” specifically suspect- 
ing an acute appendicitis. Accordingly the patient was 
operated upon on the evening of admission. The 
abdomen was opened through a McBurney incision. 
A thickened, injected appendix was found and was 
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removed without incident. Before closing the incision, 
an exploratory examination of the remainder of the 
abdomen was done. In the right upper quadrant the 
surgeon encountered a tense cystic mass which, upon 
closer inspection, was found to be an edematous, 
dilated gallbladder. This was aspirated and white 
bile removed, which on culture contained gamma 
streptococci. After inspection of the common duct 
which showed neither dilatation nor stones, the gall- 
bladder was removed and found to contain many 
pigmented stones. The pathologic report on the organs 
removed was as follows: (1) cholecystitis, acute and 
chronic with cholelithiasis; (2) appendix, fibrous 
obliteration of the lumen. 


Histologic Findings. The gallbladder mucosa _ is 
well-preserved and arranged in deep folds of uni- 
formly thick columnar epithelium. There is a diffuse 
inflammatory cell infiltration throughout these sec- 
tions, consisting predominantly of polymorphonuclear 
leukocytes, eosinophiles and lymphocvtes. An exudate 
of fibrin and inflammatory cells covers many areas 
of the mucosal surface. The fibers of the muscularis 
are separated by tiny slender vacuoles indicative of 
edema, and there are numerous dilated thin-walled 
blood vessels. The majority of the erythrocytes in 
these blood vessels are sickle-shaped and there are 
numerous stab forms among the neutrophiles. There 
is one large collection of yellow pigment embedded 
deeply in the muscularis (Figs. 1 and 2). 

The patient had an uneventful postoperative course 
and was discharged on the sixth day following 
operation. 

Because of the interest in this case he was recalled 
one week after discharge from the hospital for com- 
plete laboratory evaluation. At this time, 14 days 


after removal of the gallbladder, the following find- 
ings were reported: bilirubin, 2.7 mg., cholesterol, 108 
mg., and N.P.N., 35 mg. per 100 cc., and electrocardio- 
gram showed left and right ventricular hypertrophy. 
X-ray examination of the long bones and skull demon- 
strated changes which were stated to be compatible 
with those found in sickle cell anemia. 


It is of interest to note there have been two 
admissions to the hospital subsequent to the 
removal of the appendix and _ gallbladder, 
and on both occasions the patient has com- 
plained of abdominal pain. 


Case 2. B.U.T., a 10 year old Negro boy, has been 
followed in the Pediatric Out-Patient Clinic at Jeffer- 
son Davis Hospital since birth. The diagnosis of sickle 
cell anemia was first made when the child was 4 years 
old. There are six siblings; only one, a female,* has 
sickle cell anemia. 


The patient has had only one episode of abdominal 
crisis with jaundice at age 5 and was given one trans- 
fusion at the time. Subsequently he has never needed 
further transfusions. His only complaints in recent 
years have been intermittent leg pain and poor gain 
in weight. 

Examination in December, 1954, revealed a small 
pale child in no distress; the height was 53 inches, 
the weight 54 pounds. The blood pressure was 
110/65. There was cardiomegaly with the left border 
of the heart 8 cm. to the left of the midsternal line. 
A grade three systolic murmur was heard over the 
entire precordium and a grade two diastolic murmur 


.T., a 12 year old Negro girl, was included in the gall- 
bladder study cases and found to be free of calculi. 
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FIG. 3 


was heard only at the apex. The liver was palpable 
4cm. below the right costal margin; the spleen was 
not palpable. 

Laboratory findings in December, 1954, were re- 
ported as: a red cell count of 3 million; hemoglobin, 
7 grams; sickle cell preparation demonstrated 80 per 
cent sickling; and a serum bilirubin, 1.4 mg. and, 
cholesterol, 138 mg. per hundred cc. Roentgenographic 
examination of long bones and skull were reported 
as compatible with the diagnosis of sickle cell anemia. 
Oral cholecystographic examination demonstrated a 
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calcified opacity in the gallbladder (Fig. 3). The 
electrocardiogram showed a normal tracing. 

The occurrence of biliary calculi in this 
child was demonstrated only as a result of 
routine gallbladder studies initiated in this 
Clinic on all diagnosed sickle cell anemia 
patients. 


Discussion 


Pathogenesis of Biliary Calculi. Increased 
destruction of red blood cells is a character- 
istic feature of sickle cell anemia. Upon dis- 
integration of the red blood cell, bilirubin is 
formed from the hemoglobin liberated. This 
phenomenon is seen in all hemolytic anemias. 
It is believed this excess of bilirubin favors 
aseptic precipitation of pigment in the biliary 
tract with resultant formation of stones. Stasis 
from obstruction and/or infection may be 
important contributing factors. 


Incidence of Cholelithiasis. The number 


of autopsy reports of sickle cell anemia is 
comparatively small. Weens? reports 44 proto- 
cols of patients with sickle cell anemia. He 
found 12 of these had cholelithiasis. Table 1 
from Weens* reviews the ages of these pa- 
tients as compared to the general incidence 
of cholelithiasis in the Negro as reported by 


Jaffe.* From this table it will be seen that 
cholelithiasis was not encountered during the 
first decade of life. Gallstones were observed, 
however, in patients who died in the second 
decade, and were quite common in the third 
and fourth decades. There were no stones in 
the patients beyond the age of 40 years. Com- 
paring this with the data from Jaffe* one 
finds the over-all incidence of stones in the 
Negro is more common beyond the age of 
forty. From this the conclusion may be drawn 


TABLE 1 


INCIDENCE OF CHOLELITHIASIS IN SICKLE CELL ANEMIA AT NECROPSY COMPARED 
TO THE GENERAL INCIDENCE IN NEGROES 


Number of Autopsy Cases 
(Sickle Cell Anemia) 


Sex Not 
Given Total 
12 
9 
13 
5 
3 


Male Female 


Number of Cases With 
Cholelithiasis 


General Incidence 
Cholelithiasis in Negroes 
in Per Cent (Jaffe) 


Male Female Total Male Female 
1 2 
4 5 
3 5 
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that occurrence of cholelithiasis in a Negro 
below the age of 40 years should suggest the 
probable diagnosis of sickle cell anemia. 


The statistical evaluation by Weens? was 
of autopsy cases. This stimulated us to con- 
duct a clinical evaluation on the incidence of 
cholelithiasis in the patients having sickle 
cell anemia and being followed in the pedi- 
atric services in our two major hospitals car- 
ing for Negro patients. 

Method. In this pediatric group in the 
clinics at the Jefferson Davis Hospital and 
Hermann Hospital there were 48 patients 
known to have sickle cell anemia. Of these 
21 reported for examination. Harris* reported 
uniformly good results in cholecystography in 
children aged 3 years and above by use of 
150 mg. of Telepaque per kilogram of weight. 
In our study a much smaller dosage was suc- 
cessfully employed. (Patients examined at the 
Hermann Hospital were given a mixture of 
egg yolk, glycerine, and lecithin* to facilitate 


*Cholex, Bell Craig, Inc. 
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emptying of the gallbladder. Ten patients 
were examined in this manner and function 
was demonstrated in every case. Figure 4 jg 
shown as an example.) Oral cholecystograms 
were successfully done using Telepaque, 05 
Gm. tablets, in a dosage of 50 mg. per kilo. 
gram of body weight. In the majority of cases 
simultaneous determinations of serum biliry. 
bin and cholesterol were done (Table 2). 


Results. Visualization of the gallbladder 
was obtained in all but one patient. Of the 
21 patients, two had stones, an incidence of 
9.5 per cent. For the corresponding age group 
(0 to 20 years), Weens? reported a similar 
incidence of 2 in 21 cases or 9.5 per cent. We 
can therefore duplicate the autopsy incidence 
by this clinical evaluation. 

Cholelithiasis and Abdominal Crisis. Epi- 
sodes of abdominal pain, fever and leukocy- 
tosis occur frequently in sickle cell disease, 
and such an attack must be distinguished 
from an acute abdominal condition. The lit 
erature reveals many patients with sickle cel] 
anemia who have been operated upon for 
appendicitis, cholecystitis and ruptured pep- 
tic ulcer. 


As yet the cause of the crisis in sickle cell 
anemia is unsolved. Hepatic and mesenteric 
infarcts, splenic hemorrhage and nerve root 
pain due to changes in the vertebral bodies 
have been suggested. Primary biliary disease 
seems unlikely since not all patients with 
sickle cell anemia have stones in their gall- 
bladders. Even after cholecystectomy, when 
stones had been present, the patient fre- 
quently continues to suffer from abdominal 
crises. However, one must recognize the asso- 
ciation of episodes of abdominal pain with 
true biliary colic in patients with sickle cell 
anemia. 


TABLE 2 


CHOLELITHIASIS AND SERUM BILIRUBIN AND 
CHOLESTEROL VALUES IN CHILDREN HAVING 
SICKLE CELL ANEMIA 


Number examined 21 
Ages 3 to 16 years 


Sex Distribution 
Male 16 
Female 5 


3 (14.3%) 
0.2 to 6.0 mg. per 100 «. 


Stones present in 
Bilirubin range 


Average 2.3 mg. per 100 cc. 
Cholesterol range 108 to 186 mg. per 100 «. 
Average 159 mg. per 100 «. 
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Summary 


Two cases of cholelithiasis in patients hav- 
ing sickle cell anemia have been presented. 

Twenty patients in the pediatric age group 
with sickle cell anemia were examined by oral 
cholecystograms to determine the incidence of 
detectable biliary calculi. This technic was 
responsible for the diagnosis of cholelithiasis 
in two patients in the group. 

A review of the literature with respect to 
biliary calculi in the Negro in general and 
specifically in sickle cell anemia has been 
included. 
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The Mechanics of Intracapsular 
Cataract Extraction: Description of a 


Technic for Subluxation of the Lens without Trauma* 


GEORGE M. HAIK, M.D., and TIMOTEO JIMENEZ, M.D.,+ New Orleans, La. 


The authors vary the technic of cataract extraction in the hope 


of getting fewer complications. 


THE PRIMARY OBJECTIVE OF CATARACT SUR- 
cery is to deliver the lens by a technic that is 
at the same time simple and safe, and is at- 
tended with a minimum of postoperative com- 
plications. In spite of the numerous improve- 
ments which have been introduced, a technic 
which meets all of these criteria has not yet 
been found. On the contrary, all of the tech- 
nics now employed are sometimes associated 
with serious hazards and may be followed by 
serious complications. 


For many years intracapsular extraction has 
been the preferred technic of cataract surgery. 
One reason, perhaps, that it is not yet as satis- 
factory as it might be is that too little atten- 
tion has been paid to the preliminary steps of 
teleasing the lens from its attachments and its 
subsequent subluxation. When these steps 


*Read before the Section on Ophthalmology and Otolaryn- 
y, Southern Medical Association, Forty-Ninth Annual 

Meeting, Houston, Tex., November 14-17, 1955. 

fFrom the Department of Ophthalmology, Louisiana State 

University School of Medicine, New Orleans, La. 


have been accomplished properly, without 
rupture of the lens capsule, the remaining 
steps of the operation are usually relatively 
easy. 

In this communication, we shall: 


1. Briefly review current technics of cata- 
ract extraction, pointing out their inade- 
quacies and other undesirable features in 
respect to subluxation of the lens. 

2. Report a series of experiments which, 
we believe, will throw some light upon the 
mechanism of these inadequacies. 

3. Describe a technic of cataract extraction 
which, in our experience, has minimized the 
incidence of capsular rupture, loss of vitreous 
and other complications. 


Review of Current Technics 


Few would disagree with Knapp’s! state- 
ment that the era of modern intracapsular 
cataract surgery dates from the work of Smith, 
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whose operation for this procedure was first 
published in 1903.7 

The Smith Technic. In Smith’s original 
technic,? after the incision is made, the lens 
hook is laid flat over the lower portion of the 
cornea, with the point above and the heel 
below. Then, by rolling the handle of the 
instrument between the thumb and the fin- 
gers, the point is twisted sharply backward. 
When the lens is hard this maneuver will push 
its lower edge backward while its upper edge 
comes forward and, at the same time, the 
suspensory ligament is stretched above and 
below. Many times, especially in older pa- 
tients, this step of the procedure will produce 
rupture of the ligament above and below. 
Then the lens can be maneuvered out of its 
bed with very light pressure; the point of the 
squint hook is directed into the flexure of the 
cornea, to push the lens out and fold the 
cornea in behind it. 

When the suspensory ligament is more 
firmly attached to the lens, the application of 
greater force against the sclera with the point 
of the hook raises the hydrostatic pressure of 
the vitreous on the posterior surface of the 
lens. The upper edge of the lens is thus 
driven forward and the suspensory ligament, 
as a result, ruptures first superiorly. 


When the lens is soft, pressure is applied in 
the lowest periphery in a downward direction, 
so that the lens somersaults and is delivered 
feet first. 


Smith later modified his original technic,* 
explaining his reasons as follows: If pressure 
is made upon the sclera over the vitreous, the 
vitreous, being a fluid body, transmits the 
pressure to the posterior surface of the lens 
pushing it straight forward. The resistance to 
its movement is least opposite the middle of 
the incision and for this reason the upper 
edge of the lens tends to present first. 


This tendency is counteracted in his modi- 
fied technic, by applying a smooth curved 
spatula of adequate size, with its convexity 
backward, over the middle of the incision and 
exerting sufficient pressure with it to fix the 
upper edge of the lens and prevent its coming 
forward. The lens hook is then laid flat over 
the sclera below, with the heel downward and 
the point 4 to 5 mm. behind the limbus, well 
behind the circumference of the lens. Hydro- 
static pressure on the vitreous is elevated by 
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pressing the flat of the hook toward the cen. 
ter of the globe. Since the spatula over the 
middle of the incision prevents the upper edge 
of the lens from coming forward, the lower 
edge necessarily advances. When this edge js 
seen to dislocate the point of the hook is 
brought up on the cornea and insinuated be. 
hind the advancing lower margin of the lens. 
Delivery is completed by folding the cornea 
behind the lens, pressure with the spoon mean. 
time having been released, to prevent rupture 
of the capsule. Finally, the upper edge of the 
lens, to which the suspensory ligament is still 
attached, is maneuvered out of the wound. 

In the Smith technic, subluxation of the 
lens is accomplished by pressure, a wedge of 
vitreous being used to rupture the suspensory 
ligament. This method has decided disadvan- 
tages. Even in Smith’s own hands, as Elschnigt 
pointed out, the incidence of vitreous loss, 
prolapse of the iris and incarcerations was 
high (about 20 per cent), and total loss of 
the eye might occur. 


The Barraquer Technic. The disadvan- 
tages and dangers of the Smith technic led to 
the development of other technics of subluxa- 
tion. Barraquer,® in 1924, popularized the 
suction method. In this technic, after the 
vacuum cup is applied, the lens is lifted slight- 
ly and rotated on its anteroposterior axis, in 
order to sever the suspensory ligament. Then, 
chiefly by means of traction, the lens is made 
to glide in the curvature of the patellar fossa, 
either head first or by tumbling. 

The most obvious objection to this technic 
is the difficulty of regulating the intensity of 
the vacuum produced by the rather compli- 
cated apparatus used. If the suction is too 
great, the capsule ruptures. If it is not great 
enough, the vacuum cup slips. The chief ob- 
jections to phakoerysis were overcome when 
Dimitry introduced his much simpler eriso- 
phake. 

The Knapp Technic. In Knapp’s technic} 
subluxation of the lens is accomplished with 
the Kalt forceps. The lower third of the an- 
terior capsule is grasped under the iris and 
subluxation is accomplished by traction from 
below. The lens is then delivered by the 
Smith technic after the grasp of the forceps 
on the capsule has been released. 

This method of subluxation proved 10 
more satisfactory than Smith’s. Knapp’s owt 
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analysis of 300 consecutive extractions reveal- 
ed a 57 per cent incidence of rupture. El- 
schnig* stated that the incidence of prolapse 
of the vitreous and iris and of loss of the 
round pupil was too high to warrant universal 
use of Knapp’s method. Both he and Knapp? 
noted that the technic devised by Knapp had 
also been devised independently by Stanculu- 
neau, but neither commented on the latter’s 
results. 

The Térék Technic. Toérék® modified 
Knapp’s technic as follows. 

While a Daviel spoon is held in the right 
hand, the Kalt forceps is introduced into the 
anterior chamber with the left hand and its 
blades are opened. Then a fold of the cap- 
sule is grasped with slight forward pressure 
and the zonular attachments are loosened by 
a few lateral and circular movements. At this 
point, while the lens is held firmly with the 
forceps, the Daviel spoon is applied somewhat 
below the lower limbus. Both forceps and 
spoon are now manipulated at the same time. 
Lateral movements are continued with the 
forceps, and slight gentle forward traction is 
exerted with it upon the lens, that is, in the 
direction of the anteroposterior axis of the 
eye. Meantime, gentle intermittent pressure is 
exerted upon the sclera by indenting it with 
the spoon and then releasing the pressure. 
These manipulations usually result in, (1) rup- 
ture of the zonule inferiorly, and (2) the slow 
emergence of the lower edge of the lens from 
behind the iris. When this happens the Kalt 
forceps is moved slowly toward the wound 
and continuous pressure is made with the 
Daviel spoon, which follows the lens, just as 
in the von Graefe extraction, until the lens is 
delivered with the lower edge first. 

The Modified Knapp Technic. After 
Knapp had observed that the addition of ex- 
ternal pressure resulted in a larger proportion 
of successful subluxations, he modified his 
original technic! as follows: 

The lens capsule is grasped at its lowest 
point. Moderate traction is exerted laterally 
and superiorly while simultaneous external 
pressure is made with the Smith hook at the 
inferior margin of the cornea until dislocation 
has taken place below and the lower margin 
of the lens appears in the pupil. After the 
grasp of the forceps has been released, extrac- 
tion of the partly subluxated lens is accom- 
plished by means of external pressure with the 
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hook below and counterpressure above. De- 
livery of the lens is effected by tumbling, the 
lower edge being extracted first. 

The Verhoeff Technic. In the technic in- 
troduced by Verhoeff,’ in 1927, pressure is 
applied upon the lower margin of the cornea 
until the upper margin of the lens is plainly 
visible. At this point the edge is usually with- 
in a millimeter of the posterior lip of the 
wound. The lens is grasped with the forceps 
at its upper margin. According to Verhoeff, 
it would probably be safe to press it still far- 
ther upward before the forceps is applied if 
this should be necessary to secure a good bite 
of the superior equator. 


After the lens has been grasped, rupture of 
the zonular fibers is facilitated by moving the 
muscle hook from side to side at the same 
time that the upper portion of the lens is 
moved from side to side by manipulation of 
the forceps. To avoid loss of vitreous, it is 
essential, (1) that the cornea be held against 
the lens by means of the hook until the lens 
is entirely out of the wound, and (2) that the 
lens also be kept in contact with the posterior 
lip of the wound by means of the forceps. 
The amount of traction being exerted is 
gauged by observing the extent to which the 
capsule is stretched out, in the fashion of a 
tent, and not by the feeling of resistance to 
the manipulations. 


Verhoeff considered his technic superior to 
both Knapp’s and Térok’s because it provides 
a firmer hold on the lens and, when correctly 
carried out, is less likely to cause loss of vitre- 
ous. Verhoeff also pointed out that if the 
capsule should rupture while either the Knapp 
or the Tér6k operation was being performed, 
it was often impossible to remove the capsular 
fragments, and a large amount of lens sub- 
stance might therefore remain in the eye. His 
own technic, he believed, avoided this risk. 


The Kirby Technic. The Kirby technic® 
differs from the Verhoeff technic in two re- 
spects: (1) Pressure is used before the applica- 
tion of traction and rotation of the lens, in 
order to subluxate it. (2) The lens forceps 
is applied on the anterior capsule of the lens 
superiorly instead of straddling the superior 
equator. 


Preliminary pressure is applied with the 
point of a muscle hook just inside the clear 
periphery of the cornea. The ring of the 
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limbus can be easily and distinctly felt. Pres- 
sure is successfully applied at the 6 o'clock 
position, the 8 o'clock position, and the 4 
o'clock position on the corneal dial. A gentle 
sliding movement is used at each point to 
release the zonular fibers from their attach- 
ment at the equator. 

A possible alternative to the application of 
point pressure is the application of circum- 
ferential pressure in curvilinear fashion inside 
the ring of the limbus of the cornea until al- 
most all of the lower semicircle of the limbus 
is gradually covered. The anterior capsule 
of the lens is grasped at or near the upper 
equator, at 12 o’clock. The forceps is then 
lifted slightly vertically and is drawn toward 
the surgeon. It can readily be determined 
whether the initial or preliminary pressure 
has been sufficient to rupture the zonule or it 
is still intact. If the zonule has been ruptured, 
the lens can be easily and quickly delivered 
with a slight degree of traction and pressure. 

If the zonule is still intact, it is made taut 
in the vertical meridian by traction toward 
the surgeon. After point pressure has been 
applied with a muscle hook at the 6 o’clock 
position, the forceps, with the capsule in its 
grasp, is rotated to 2 o’clock, while point pres- 
sure is made directly opposite at 8 o’clock; it 
is at this point that the zonule has been made 
taut by the traction exerted by the forceps in 
the 2 o’clock position. Counter-clockwise trac- 
tion is then made with the forceps at the 
10 o'clock position while pressure is made at 
4 o'clock. By these maneuvers the desired 
results are achieved with a minimum of effort 
and trauma. At their conclusion the lens is 
either wheeled out or slid out. 


Kirby’s method requires no form of coun- 
terpressure. The maneuver is adequate to 
effect rupture of the suspensory ligament, but 
the technic is not satisfactory when extraction 
by tumbling is preferred. 


Comment 


As the technics described indicate, subluxa- 
tion of the lens can be accomplished, (1) by 
pressure alone, (2) by traction on the lens 
capsule alone, and (3) by a combination of 
pressure and traction. 

Harrington,® after gonioscopic studies on a 
patient with a large iridodialysis, observed 
that pressure applied on the sclera 6 to 8 mm. 


MARCH 1956 


from the limbus in the region of the dialysis, 
produced a greater bulge of the vitreous 
against the zonular membrane than could be 
produced by comparable pressure anywhere 
else on the globe. In a series of studies on 
human and animal eyes he demonstrated that 
rupture of the zonular fibers would occur 
when enough pressure was applied on the 
sclera to pinch off a wedge of vitreous be- 
tween the equator of the lens and the ciliary 
processes in that region. Harrington then re- 
enunciated the concept, originally introduced 
by Smith,? that rupture of the zonular lamel- 
lae of the lens can be accomplished primarily 
by production of a wedge of vitreous by ex- 
ternal pressure. Superficially, at least, this 
does not seem a very safe primary method of 
accomplishing subluxation. 

From what has been said, it is evident that 
zonular rupture by capsular traction alone is 
a difficult and uncertain method of accom- 
plishing subluxation of the lens. The com- 
bination of external pressure on the zonular 
fibers while traction is made on the capsule 
diminishes the incidence of capsular rupture 
but does not always prevent it. In this technic, 
rupture of the zonule is accomplished by pres- 
sure against traction applied to the lens cap- 
sule. It is readily conceivable that rupture at 
the site of the capsular bite can take place 
during the manipulations. 

While delivery of the lens can be accom- 
plished either by the sliding method (superior 
pole first) or the tumbling method (inferior 
pole first), our own preference, when the con- 
dition of the cornea permits, is for the tum- 
bling technic. One reason is that when it is 
used there is less risk of a prolapse of the 
vitreous body. Another is that it is easier to 
secure a grasp of the lens in the desired posi- 
tion in round pupil extractions. The impor- 
tant consideration in the tumbling technic is 
that initial rupture of the zonular fibers must 
always occur inferiorly and never superiorly. 


Evidently pressure on the zonular fibers, 
applied externally through the cornea, is an 
effective logical and simple way of accomplish- 
ing rupture of the zonule. The problem is 
how to place the fibers in an advantageous 
position for rupture without jeopardizing the 
integrity of the lens capsule and the vitreous 
body. Our experimental studies throw some 
light upon this problem. 


VOLUME 49 


Experimental Studies 


Our experimental material has consisted, al- 
together, of 12 freshly enucleated human eyes. 
Studies upon the last five are reported as be- 
ing particularly pertinent. All observations 
were made after a narrow strip of gauze had 
been wrapped around the posterior half of 
the eye and it had been mounted on a wide- 
mouthed bottle, of the type used for keeping 
eyes in the eye bank. 

In the first two eyes studied, the same tech- 
nics were used and the same findings resulted, 
as follows: 


A corneoscleral section was made with the 
keratome and enlarged with scissors. The 
cornea was lifted and point pressure was ap- 
plied with the muscle hook just within the 
limbus, at 6 o’clock. As this maneuver was 
accomplished the lens was seen to tilt on a 
transverse axis with the superior equator up- 
ward, and a bulge of the iris could be seen 
superiorly. When pressure was applied on the 
sclera 6 to 8 mm. from the limbus inferiorly, 
the lens rose in toto and there was a uni- 
form forward displacement of the iris all 
around. When pressure was reapplied in 
several areas of the sclera 6 to 8 mm. equidis- 
tant from the limbus the lens invariably came 
forward without any visible tilt. 


When a lens expressor, instead of the point 
of a muscle hook, was used to exert pressure 
upon the sclera in an upward direction, as if 
lifting the globe, the findings were essentially 
the same as those already described. 


The whole cornea was then removed, the 
section being made on the corneal side of the 
limbus, and the procedures just described 
were repeated with the whole iris in view. A 
definite bulge of a sector of the iris was again 
observed only when pressure was applied at a 
diametrically opposite point of the limbus. 
The lens rose evenly whenever pressure was 
exerted upon the sclera. 


Next, the iris was dissected, after which, 
for the first time, it was possible to see the 
anterior leaf of the suspensory ligament dis- 
tinctly. When pressure was made upon the 
inferior equator the zonular fibers became 
stretched superiorly. Any region of the sus- 
pensory ligament could be put under tension 
at will by pressure upon the equator of the 
lens. It was never possible, however, by the 
application of pressure to the sclera, to pinch 
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off a portion of the vitreous and produce 
stretching of the zonular fibers at any desired 
region, as in Harrington’s® observations. 

Our next observations concerned the effects 
of exerting greater pressure upon the limbus 
than had been used in the previous manipula- 
tions. As more and more pressure was exerted, 
by means of a sliding movement in the region 
of 6 o'clock, the zonular fibers were observed 
to rupture inferiorly and superiorly at the 
same time. The loss of vitreous which finally 
occurred at the site of pressure was probably 
to be explained by the trauma to the vitreous 
body produced by pushing the sharp edge of 
the cornea too far down into it. 


The other three eyes were used for a demon- 
stration of the series of events that occur when 
the cataractous lens is subluxated by the tech- 
nic shortly to be described. 


A lens loop (or spoon), placed on its side, 
was used to exert just enough pressure on the 
posterior lip of the section to cause, in turn, 
(1) depression of the superior equator of the 
lens, (2) tilting of the lens, and (3) stretching 
of the zonular fibers at the inferior equator. 
A lens loop (or spoon) proved preferable to a 
muscle hook for this purpose and to prevent 
rupture of the zonular fibers superiorly. The 
stretched fibers at the opposite (inferior) 
equator could easily be ruptured by pressure 
exerted with a muscle hook through the 
cornea. 


In all three eyes studied in this manner, 
rupture limited to the inferior fibers was 
easily accomplished by this technic without 
capsular rupture or loss of vitreous. The 
lenses were all delivered by tumbling, by the 
use of either the lens capsule forceps or the 
erisophake, also without any loss of vitreous. 


A Technic of Cataract Extraction 


We believe that the following technic will 
reduce the incidence of capsular rupture to a 
minimum because it does away with both trac- 
tion on the lens capsule and the use of a 
vitreous wedge for subluxating the lens. The 
operation is performed as follows: 


After an adequate corneoscleral section has 
been made and the corneoscleral sutures have 
been placed and set aside, a broad instru- 
ment, such as a lens spoon or lens loop, is 
placed on its side, just behind the posterior 
lip of the incision, in the 12 o’clock position 
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(Fig. 1A). When slight pressure is exerted 
with the instrument against the posterior lip 
of the incision, the pressure is transmitted by 
the posterior lip, with its shelf, to the superior 
equator of the lens. As a result the lens is 
caused to tilt along a transverse axis, feet up, 
and a slight deformation of the vitreous body 


occurs (Fig. 1B). Just enough pressure is ap- 


plied to produce stretching of the suspensory 
ligament inferiorly, but not enough to pro- 
duce a vitreous wedge intended to rupture 
the ligament. 

If a limbal-based flap has been used, the 
conjunctival flap can be smoothed back over 
the sclera, and the spoon or loop may be ap- 
plied over the region of the incision to pro- 
duce a better tilt of the lens. 

Point pressure, combined with a sliding 
movement, is applied with the muscle hook 
just within the corneal margin from 5 to 7 
o'clock (Figs. 1C and 2A). The lens loop is 
next moved clockwise to the 2 o’clock position 
and the muscle hook is manipulated with the 
same point pressure and sliding movement to 
rupture the zonular fibers in that area (Fig. 
2B). Finally, a similar maneuver is carried out 


FIG. 1 


Lens Loop 


Ruptured Zonule 


Technic of subluxation in cataract extraction. (A) The lens 
loop is placed on its side against the posterior lip of the 
incision, in the 12 o'clock position. (B) With the loop the 
posterior lip of the incision is gently pressed against the 
superior lens of the equator. As the result of the pressure, 
the lens tilts along a transverse axis, feet up, the suspensory 
ligament is put on stretch inferiorly, and a slight deformation 
of the vitreous body is produc The muscle hook is 
used to apply point pressure just within the limbus, from 
5 to 7 o'clock (lateral view). Partial rupture of the anterior 
leaf of the suspensory ligament then occurs. 
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FIG. 2 


Technic of subluxation in cataract extraction. (A) The lens 
loop is pressed against the posterior lip of the incision at 
the 12 o'clock position (anterior view), with the muscle hook, 
as in figure 1C, at the 6 o'clock position. (B) The lens 
loop is moved clockwise to the 2 o'clock position, and th 
muscle hook is used, with point pressure and a sliding 
movement, to rupture the zonular fibers from 6 to 8 o'clock. 
(C) The same maneuver is repeated with the lens loop at the 
10 o’clock position and the muscle hook moving from 4 to 6 
o'clock to rupture the fibers in that area. 


with the lens loop at 10 o’clock while the 
muscle hook is moved between 4 and 6 o'clock 
(Fig. 2C). 

If the zonular fibers are not resistant, the 
lens can be subluxated inferiorly by this tech- 
nic. Negative pressure at the patellar fossa 
and at the so-called ligamentum hyaloidea- 
capsulare is thus partly overcome, and the in- 
ferior edge of the lens presents through the 
dilated pupil. 

If no rupture of the inferior fibers is evi- 
dent at the end of this stage of the operation, 
the chances are that the suspensory ligament 
is too strong for this technic to be successful. 
In such cases, the zonular fibers should be 
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Technic of cataract extraction. (A) The inferior zonular 
fibers have been ruptured and the lens is slightly tilted, 
feet up. An arruga capsule forceps is introduced into the 
anterior chamber. The lens loop is pressed against the 
superior sclera, about 6 to 8 mm. from the limbus, pushing 
the lens slightly upward. The anterior capsule is grasped 
with the forceps close to the inferior equator. (B) Slight 
traction is exerted with the forceps on the capsule upward 
and in the direction of the surgeon. At the same time, the 
cornea is tucked behind the inferior equator of the lens with 
the tip of the muscle hook. (C) The lens tumbles out, with 
pressure applied from the muscle hook through the cornea, 
aided by slight traction with the forceps. 


stripped under direct visualization, according 
to the method of Kirby.1° 

When the capsule forceps (or the eriso- 
phake) is applied (Fig. 3A), pressure is made 
over the sclera superiorly, about 6 to 8 mm. 
from the limbus, to push the lens slightly up- 
ward so that a good bite of the capsule can 
be taken inferiorly. All ophthalmic surgeons 
have probably had the experience of pushing 
the forceps too far down, in an attempt to 
secure a good grasp of the lens capsule, or 
they have been uncertain that the grasp was 
satisfactory. This is an extremely important 
detail, which will be simplified by the use of 
the Hague lamp during the application of the 
forceps or of the suction cup. 


The lens is tumbled out by a combined 
pressure-traction maneuver (Figs. 3B and 3C). 
Traction with the forceps is just sufficient to 
guide the lens out, while pressure is exerted 
with the point of the muscle hook to tuck 
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the cornea behind the inferior equator. De- 
livery is completed by a wheeling action which 
breaks the superior fibers. 


Summary 


1. In spite of the improvements which have 
been introduced, an ideal technic for cataract 
surgery has not yet been found. 


2. One reason why intracapsular extraction, 
which for many years has been the preferred 
technic, is not yet as satisfactory as it might 
be is that too little attention has been paid 
to the preliminary steps of releasing the lens 
from its attachments and its subsequent sub- 
luxation. 


3. Present technics of cataract extraction, 
which are briefly summarized, are not satis- 
factory from the standpoint of subluxation 
when the tumbling method of extraction is 
preferred. 


4. Experimental studies are reported in 
which it was not possible to duplicate the re- 
ported studies in which a portion of vitreous 
could be pinched off to serve as a wedge for 
the rupture of the fibers of the suspensory 
ligament. 


5. Other experimental studies proved the 
feasibility of a technic of subluxation which 
does away with both traction on the lens cap- 
sule and the use of a vitreous wedge for sub- 
luxation of the lens. 


6. It is believed that this technic, by the 
elimination of these traumatizing steps, will 
reduce the incidence of capsular rupture, 
vitreous loss, and other complications to a 
minimum. 
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Surgical Approaches in the ‘Treatment 
of Pharyngo-Esophageal Diverticulum: 


HERBERT H. HARRIS, M.D., Houston, Tex. 


The author outlines his preferable operative technics in the 
management of pharyngo-esophageal diverticula. He feels 


the two-stage procedure may be avoided in many cases. 


Ir 1s THE PURPOSE of this paper to bring to 
your attention certain surgical approaches in 
the treatment of pharyngo-esophageal divertic- 
ulum. It is quite well known among laryn- 
gologists that this has been their diagnostic 
problem since the incipience of this specialty 
but it has not been until the last decade or 
so that they have felt the desire and the surgi- 
cal skill to cope with it. 

The first consideration of pharyngo-esopha- 
geal diverticulum was mentioned by Ludlow, 
an English anatomist, in 1767. It was not 
until 1892, over a hundred years later, that 
von Bergmann? reported that he had success- 
fully removed one by a one stage method. 
Stetten,’ in 1910, reported 48 cases done by 
the one stage method with a mortality rate 
of 18.7 per cent. This high mortality rate was 
presumably due to secondary infection with 
mediastinitis and other complications. 

With this high mortality rate in mind one 
can now see why Halsted, Mayo, Judd and 
Lahey set out to perfect a safer approach to 
this problem in the two stage repair. This 
apparently was accomplished, for Lahey and 
Warren‘ have reported over 365 cases done in 
their clinics and with a mortality rate well 
below 1 per cent. I understand through 
Lahey’s last writings, in 1954, that he would 
not do, nor would he foster the one stage 
repair of this pharyngo-esophageal pouch even 
with the security that one must have derived 
from the antibiotics. 


Now I want to briefly name three ap- 
proaches to the surgical management and 
adapt them to the present day concepts of 
modern surgery. First, there is the invagina- 
tion technic of repair, second, the two stage 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, a Ninth Annual 
Meeting, Houston, Tex., November 14-17, 


approach, and third, the one stage repair. 
Since all three of these methods are some- 
what similar up to a point, that is, isolation of 
the sac, dissection of all tissue from the sac 
up to the neck, and development of an ob- 
tuse angle with the esophagus, they are not 
unlike. 


The hypopharynx, cricopharyngeal area and upper esopha- 
gus seen from a posterior view. 


‘ 
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Anatomic Features 


Let us first consider certain anatomic fea- 
tures which would seem to point the way to 
a better understanding of the problem. Figure 
1 shows the pharynx and esophagus seen from 
the posterior view, as it lies in its connective 
tissue bed over the bodies of the cervical 
vertebra which are held together by the an- 
terior longitudinal ligament. This then dem- 
onstrates, somewhat graphically exaggerated, 
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where certain muscles are brought together. 
Weak points may be present in the decus- 
sation of the muscle fibers, and as the strong 
inferior constrictor muscles propel food 
against this region any congenital weakness 
would sooner or later develop into a true 
herniation. Though most diverticula seem to 
be found on the left side I do not believe that 
this precludes that they did not begin in the 
midline. These two weak points (Fig. 2), one 


FIG. 2 


(A) Shows the point or common site of the development of a diverticulum above the cricopharyngeus. (B) Shows the less 
common site below the cricopharyngeus. 


a 
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above the junction of the two inferior con- 
strictors with the transverse cricopharyngeus 
and the other below the cricopharyngeus 
where it meets with the circular and longi- 
tudinal fibers of the esophagus, constitute the 
two common areas. I might say that after 
these diverticula are well developed, and the 
muscle fibers have been brought down with 
the mucosa and submucosa on the neck of the 
sac, one at times has considerable difficulty 
in identifying the cricopharyngeus due to dis- 
tortion. Though I have seen the neck below 
the cricopharyngeus in certain instances, by 
far the larger majority of the cases must have 
their origin above the cricopharyngeus. Kul- 
vin® and Harrington® point out that they may 
occur both to the right and left of the mid- 
line, both above and below the cricopharyn- 
geus. I feel that one can only satisfy himself 
after a well developed pouch has formed that 
it is on the left or the right of the esophagus 
and that it may have begun in the midline. 

Further, I do not feel certain that there is 
a dysfunction of swallowing as a contributing 
factor, for diverticula seem to develop insidi- 
ously and pecularily enough, of all the dys- 
functions of swallowing that I see, I have not 
seen one develop. I full realize though that 
this is an ambiguous statement. There is little 
evidence that a familial tendency has anything 
to do with it since there are only occasional 
incidences reported where more than one case 
occurred in one family. 


When these sacs are examined, both grossly 
at operation and microscopically later, there 
is still a question in my mind as to whether 
they actually began as a small diverticulum, 
which in its terminology indicated a mucosal, 
submucosal and muscular coat, or whether it 
occurred as a herniation of the mucosa and 
submucosa through a weak point in the hypo- 
pharynx as illustrated previously. 


Muscle fibers can be found reflected down 
on the neck of the sac and poorly developed 
fibers on the fundus. This certainly leads 
one to suspect that regardless of its origin, 
either as a diverticulum or a herniation, the 
fact that the mucosa and submucosa is cov- 
ered by a poorly developed muscular coat 
justifies the condition found at operation to 
be termed pharyngo-esophageal diverticulum. 
If this be true, and I doubt that one can 
refute this statement, the repair must consist 
of excising the mucosa and submucosa of the 
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sac and repairing the weakness in the mus- 
cular coat to prevent further recurrences. 

With your permission I would elect to use 
the diagrams (Fig. 3) which have so graphi- 
cally been illustrated by Lahey and Warren 
as three stages of the development of these 
diverticula or herniations. 


Now you will notice that in the first stage 
(Fig. 3) there is not a well developed hernia. 
Most of these do not produce many symptoms 
but the patients often have the feeling that 
food sticks in the throat though they have no 
dysphagia and their symptoms are obscure. 
I think it is possible, unless a careful study is 
done, to miss these on x-ray examination and 
most likely entirely miss them upon esopha- 


goscopy. 

The second stage presents a picture of a 
more completely developed sac but it has not 
become large enough to cause the esophagus 
to deviate, and most of the food will pass 
from the pharynx into the esophagus though 
the sac will fill, distend and cause some 
symptoms of definite dysphagia. These pa- 
tients notice that their food goes down with 
difficulty, frequently they have a gurgling 
sound on swallowing or immediately after- 
wards. Sometimes it requires great patience 
in eating a good meal. 


The third stage has been reached as the 
sac increases in size to the point that its bulk, 
which is filled most of the time with food 
and saliva, has pushed the esophagus to one 
side. You will see in figure 3 that the mouth 
of the sac is now more in line with the 
pharynx than is the esophagus. This stage 
presents much more definite symptoms. The 
dysphagia has usually become so severe that 
an hour or two may be necessary to consume 
a small meal. Frequently the patients empty 
these sacs with pressure exerted by the thumb 


FIG. 3 


A B C 
(A) First stage of development of a diverticulum. (B) Sec- 
ond stage. (C) Third stage. 
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or fingers over the sac or trachea on the op- 

ite side to relieve the obstruction which 
is again present after a swallow or two of 
food. Many of these patients have lost con- 
siderable weight due to the prolonged and 
arduous task of eating. Laryngeal symptoms 
or choking at night may be present when the 
sac spontaneously empties itself and spills over 
into the larynx. 


Surgical Treatment 


Now that I have gone over some of the 
development, the surgical anatomy and 
symptoms, I would like to discuss the surgical 
approach in each of these phases: first, second 
and third stages. 


It must be remembered that all three 
methods of repair are similar up to a point. 
In brief, the diverticulum may be reached 
through a transverse incision at about the 
level of the cricoid cartilage or through an 
incision along the medial border of the sterno 
cleido mastoid muscle. After the skin and 
platysma are separated from the strap muscles, 
the anterior belly of the omohyoid muscle 
may either be retracted upward or divided. 
As the carotid sheath is retracted laterally the 
sac is exposed lying adjacent to the esophagus 
and thyroid gland. The inferior thyroid ar- 
tery can be found coming from behind the 
carotid sheath and crossing the fundus of the 
sac as it enters the lower pole of the thyroid 
gland. It usually must be divided to secure 
good exposure. Whether the diverticulum be 
well developed or small it must be freed up 
from its connective tissue bed and the muscles 
which have been reflected down over the neck 


FIG. 4 


inferior constrictor 
muscle 
Herniation area 


To illustrate the invagination of the mucosa and submucosa 
and suture of the muscles. 
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FIG. 5 


Pre-thyroid muscle 


Fundus of sac 


Esophagus 


Neck of sac 


fo illustrate how the entire sac is dissected free and tacked 
to the prethyroid muscles in the two stage procedure. 


must be freed in order to produce an obtuse 
angle of the sac neck with the esophagus. As 
the recurrent laryngeal nerve lies in its bed 
between the trachea and esophagus it must 
be preserved and not injured. From this point 
on the three procedures are different. 


The invagination method was first de- 
scribed by Girard,’ in 1895, a simple invagina- 
tion of the mucosa and submucosa and repair 
of the muscle over it. Crile and Robnett® re- 
port the use of this procedure in 11 consecu- 
tive cases with good results but do not state 
to which stage they applied the procedure. 
Presumably this procedure has not been 
reached with much enthusiasm because it is 
still not accepted by the majority of surgeons 
who are doing pharyngo-esophageal work. It 
is entirely conceivable that this procedure may 
be advantageously followed in favorable cases. 

The technic (Fig. 4) consists essentially of 
invaginating the mucosa by interrupted su- 
tures which do not penetrate the mucosa and 
the muscle is closed over to repair the defect. 


The chief controversy today is still whether 
the one or two stage repair should be used. 
Present day surgery with adequate antibiotic 
coverage seems to offer most modern surgeons 
the protection they desire. Harrington® re- 
ports 115 cases done by the one stage method 
prior to 1945 with no operative mortality. 
Though the number I have done is small, no 
complications have arisen while doing the one 
stage procedure, and few serious complications 
by others have been reported. 
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After the sac has been isolated and the 
neck freed the two stage procedure may be 
done by tacking the fundus higher than the 
neck to the prethyroid muscles (Fig. 5) and 
closing the wound. Anywhere from seven to 
ten days later the wound is reopened, a trans- 
fixtion suture taken in the neck, and the sac 
excised. No mention has been made by most 
surgeons to close the defect in the muscles. 
With drainage down to the area the wound 
is closed. 

There are objections today to this procedure 
though again it is difficult to criticize such 
results as those obtained at the Lahey Clinic. 
First, the patient must be hospitalized longer 
than in the one stage method; second, there 
is no attempt made to repair the muscles at 
the neck of the sac; and third, fistulas do 
develop in some cases. Patients in poor con- 
dition due to dysphagia may be fed by a tube 
for an indefinite time without particular dif- 
ficulty to get them in better condition for a 
one stage procedure. 


FIG. 6, A 


Excision of the sac at the neck with multiple clamps and 
primary closure of the mucosa and submucosa in the one 
stage method. 
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Illustrates closure of the muscles over the mucosa and sub- 
mucosa. 


Figure 6 (A) shows how the sac is excised 
by clamping the mucosa on the sac side, in- 
cision and suturing in stages for a one stage 
repair. Figure 6 (B) shows how the muscle 
is sutured together to close the defect through 
which the mucosa and submucosa herniated. 


Summary and Conclusion 


The anatomic features of the development 
of pharyngo-esophageal diverticulum have 
been presented as best I can determine from 
my own study as well as from the knowledge 
obtained from others. Some features of the 
pathology are brought out which further sug- 
gest that this disease is primarily a herniation, 
in its final analysis, from a congenital weak- 
ness and may or may not have been the re- 
sult of a swallowing dysfunction. The fact 
that some diverticula apparently occur below 
the cricopharyngeus seems to indicate to me 
a weakness of the decussation of the muscle 
fibers. 


Three stages of the development of a diver- 
ticulum are re-emphasized as so graphically 
illustrated by Lahey. 

Three approaches to the repair of a diver- 
ticulum are pointed out, that is the invagina- 
tion approach, the two stage repair and the 
one stage technic. It is further pointed out 
that there is ample reason to believe that the 
invagination technic would be satisfactory for 
repair in the first stage and the early second 
stage of development. There is no justifica- 
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tion for the two stage repair today in light 
of good surgical technic fortified by antibiotics 
and not too early oral feedings. Early oral 
feeding in itself would throw strain on the 
suture line by forceful action of the inferior 
constrictors propelling food against them. 
Finally, only in certain cases, for ample 
and justifiable reason, can the two stage pro: 
cedure be recommended, though in some 
hands the mortality rate of the one stage has 
been higher than with the two stage repair. 
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Cholecystographic Visualization of the 
Rokitansky-Aschoft Sinuses: Report of a Case 


and Review of the Literature* 


ROBERT D. WALLER, M.D., and S. M. ROBERTS, M.D.,7 


Augusta, Ga. 


This abnormality of the gallbladder found upon cholecystography may 


be misinterpreted for what it is. 


ALTHOUGH DIVERTICULOSIS OF THE GALLBLADDER 
was known to surgeons and anatomo-patholo- 
gists since the seventeenth century, it was not 
until 1948 that the first reports on the roent- 
genologic visualization of the diverticula by 
cholecystography appeared in the literature.? 
In 1861, Rokitansky!® first described the 
hernia-like outpouchings of the gallbladder 
mucosa and noted that they frequently con- 
tained small stones completely separated from 
the lumen of the viscus, while Aschoff,* in 
1905, described these formations in terms of 
modern histology and emphasized their path- 
ologic significance, especially in connection 
with biliary stasis and formation of gallblad- 
der calculi. To date we were able to find 16 
cases of chronic cholecystitis with Rokitansky- 
Aschoff sinuses diagnosed roentgenographic- 


*Reviewed in the Veterans Administration and published 
with the approval of the Chief Medical Director. The state- 
ments and conclusions published by the authors are their own 
and do not reflect the opinion or policy of the Veterans Ad- 
ministration. 


7From the Veterans Administration Hospital, Augusta, Ga. 


ally. To this we are adding a case of our own. 


Review of the Literature 


Review of the literature reveals that several 
articles appeared prior to 1948 describing di- 
verticula of the gallbladder encountered at 
surgery or autopsy.8 However, it was not until 
February, 1948, that March’s!® article de 
scribed the radiologic appearance of the con- 
dition following cholecystography. Summary 
of the pertinent findings are listed in the fol- 
lowing table: 


Case Report 


The patient, R. S., a 40 year old white man, had had 
abdominal distress since 1939. Peptic ulcer was diag- 
nosed and he was treated medically for this condition 
until 1950 at which time a subtotal gastrectomy was 
done. He continued to have epigastric pain which 
radiated around his right side to his back. 

He was admitted to this hospital on July 8, 1955, for 
diagnosis and treatment. Gastrointestinal series re- 
vealed evidence of subtotal gastrectomy with dumping 
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TABLE 1 
SURVEY, PERTINENT FINDINGS OF AVAILABLE LITERATURE (16 CASES) 
Number Associated Roentgenographic Gross Microscopic 
Authors Cases Lithiasis Findings Pathology Pathology 

March, H. C. 1 None Double gallbladder shad- Thick wall with narrow Inflammation; wall 1.5 cm. 
ow; dye concentrated in communication between thick; cystic spaces up to 
lower pouch with layer pouches; multiple small 1 mm.; diverticula com- 
of dye around contrasted cystic areas in wall. pletely around wall of low- 
lumen. er pouch. 

Ackerman, A. J. 1 1 non- Normal size gallbladder; Operation not performed at time 

opaque numerous diverticula pro- of case report. 
stone in trude from wall; one stone. 
neck 

Bean, B. C. 1 Multiple Constricted neck (double Thick wall; constricted Chronic inflammation; thick 

Culver, G. J. shadow); extravasation of neck; six stones in lumen wall; multiple sinuses up 
dye beyond outline of lu- and multiple small si- to 4 mm., some contain- 
men in lower half. nuses. ing pigmented stones. 

Sukman, R. 1 None Central constriction; dye Thick wall; large sinuses; Chronic inflammation; mul- 

Daron, P. B. in glands protruding from stricture below neck. tiple large diverticula. 
wall of lower half. 

King, E.S. J. 2 Both (Case 1) Constricted mid- Thick wall; stricture near Chronic inflammation; mul- 

cases portion; multiple non- neck; multiple stones; tiple small diverticula. 
opaque stones; multiple multiple small sinuses. 
sinuses lower 
(Case 2) Normal size; one Thick wall; one stone; Chronic inflammation; mul- 
nonopaque stone; multi- multiple sinuses. tiple small sinuses with 
ple sinuses around the mixed stones in sinuses, 
contrasted lumen; 
demonstrated post-fat 
meal examination. 

Kamdar, M. B. 1 Yes Abnormal size and shape; Thick wall; narrow lumen Chronic inflammation; mul- 
narrow lumen lower two- lower two-thirds; multiple tiple diverticula up to 4 
thirds; multiple diverticu- sinuses containing pig- mm. extending into mus- 
lar outpouching; no mented calculi. cularis. 
stones demonstrated. 

Akerlund, A. 1 None Small gallbladder; con- Operation not performed at time 

Rudhe, U. demon- striction near neck; layer of case report. 

strable of contrast media of 1 
mm. maximum thickness, 
and | mm. from outlined 
lumen. 

Glucker, L. 1 None Normal size; small dot of Operation not performed at time 

demon- contrast media separated of case report. 
strable from contrast filled lumen. 

De Angelis, C. E. 1 None Constricted neck; extra- Thick wall, constricted Chronic inflammation; si- 

Miller, J. E vasated contrast media 1 near neck; multiple si- nuses from pinpoint to 2 
mm. from outlined lumen __nuses. mm. 
of lower half. 

Lapointe, H. 1 Yes Two calculi visualized aft- Thick wall; stones; multi- Chronic inflammation; mul- 
er fatty meal; chain of ple sinuses. tiple sinuses up to 4 mm. 
“pearl-like” shadows 
around the contrast shad- 
ow of gallbladder lumen. 

Zinober, M. 1 None “Rim” of dye in inter- Operation not performed at time 
rupted layers around gall- of case report. 
bladder shadow. 

Lawler, N. D. 1 None Concentration of dye good; Normal shape; thick wall, Chronic inflammation; many 
numerous rounded opaci- and nodules on wall cau glands, ducts and sinuses. 
ties from 1 to 5 mm. at by numerous cysts or di- 
margin of gallbladder verticula. 
shadow. 

Robinson, B. W. 1 None Concentric ring of con- Thick wall, constriction Chronic inflammation; mul- 

Peters, J. J. trast media around gall- near neck with multiple tiple epithelial lined pock- 
bladder shadow; constric- sinuses. ets. 
tion near neck. 

Anzilotti, A. 1 1 Non- Diverticula’ projectin Thick wall; constriction Cholelithiasis; diverticula. 

opaque from lumen. i in fundus. 
stone duodenal ulcer. 

Brombart, M. 1 Yes Bifid gallbladder shadow Constriction in midpor- Chronic inflammation; mul- 

Delcourt, R. with multiple nonopaque tion of gallbladder; mul- tiple diverticula. 

Van Hove, R. stones. Multiple ‘“‘bead- tiple stones, 

Laurent, Y. like’ projections from the 


lower half of the con- 
stricted lumen. 
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syndrome; no ulcer was found. He continued to have 
symptoms with occasional episodes of nausea and 
vomiting. 

Gallbladder visualization on July 22, 1955, was re- 
ported as follows: “Examination reveals a small gall- 
bladder which is functioning and concentrating the 
dye. The dye appears to be lobulated as if by hyper- 
trophied mucosal projection. Near the proximal end 
of the gallbladder is a ‘purse-string’ type of constric- 
tion, forming an hour-glass deformity. The proba- 
bility of this being a chronically inflamed gallbladder 
with Rokitansky-Aschoff sinuses must be entertained” 
(Fig. 1). . 

A cholecystectomy was done on October 2, 1955, and 
a small, chronically inflamed gallbladder was found. 
The pathologic report was as follows: 

Gross Description. This specimen (Fig. 2) consists 
of a small opened gallbladder which measures 4.5 cm. 
from the tip of the fundus to the neck and 3.5 cm. 
across the widest expanse of the fundus. The mucosa 
is green and brown and markedly trabeculated. The 
wall of the gallbladder is rather markedly edematous 
and loose. 

Microscopic Description. The slide shows cross sec- 
tions of the gallbladder wall. The adventitial and mus- 
cular coats show a moderate increase in fibrous tissue 
elements. The muscular coat is for the most part 
moderately edematous. Penetrating into the muscular 
coat are rather large and prominent sinuses lined by 
columnar epithelium. These sinuses apparently repre- 
sent rather large Rokitansky-Aschoff sinuses. The 
mucosa reveals a moderate flattening of the epithelium 
with a minimal to a moderate infiltration of plasma 
cells and lymphocytes in the submucosal zone. 


FIG. 1 


Contrast-filled small gallbladder with constriction near 
neck. Note the variable sized areas of increased density 
surrounded by thin lines of lesser density, resulting from 
the diverticular outpouchings and their interstices, giving 
the “mulberry” appearance. 


CHOLECYSTOGRAPHIC VISUALIZATION OF SINUSES—Waller et al. 223 


FIG. 2 


RTA EN. 


Opened gallbladder demonstrating variable sized out- 
pouchings. Note thick wall and constriction near neck. 


Discussion 


Rokitansky-Aschoff sinuses are outpouch- 
ings or herniations of the gallbladder mucosa 
into and through the muscularis. It is con- 
cluded that these herniations occur in the 
wall of the diseased organ since it is assumed 
that the muscularis of a healthy gallbladder 
is dense enough to prevent them from occur- 
ring. Recent authors have preferred to call 
these changes diverticulosis of the gallbladder 
as a matter of simplicity. 


In 1945, Robertson and Fergurson’ of the 
Mayo Clinic made a very thorough patho- 
logico-anatomic study with an extremely ex- 
haustive historical review of intramural gall- 
bladder diverticula. They stressed the simi- 
larity in the structure of the intramural gall- 
bladder crypts and diverticula to those in the 
small intestine, the colon and the urinary 
bladder. At the same time they pointed out 
the marked tendency of the gallbladder crypts 
to folding and branching. In this way they 
differ from all the other diverticula in the 
human body, a fact ascribed to the particular 
construction of the. gallbladder wall. They 
suggested the term “gallbladder diverticula,” 
which appears to bear adequate expression of 
the nature of the changes. They studied 495 
gallbladders, of which 320 were removed sur- 
gically and 175 examined at autopsy. They 
found that the anatomically normal gallblad- 
ders contained few diverticula and that they 
were then usually located superficially, only 
in the sub-epithelium. Of the gallbladders re- 
moved at surgery, the diverticula were so com- 


; 
} 
1- 
th 
4 
5 
4 


224 SOUTHERN MEDICAL JOURNAL 


mon that they were lacking in only 23 cases 
(7 per cent). An increase in the number of 
diverticula was found with increasing age. 
They found that in approximately 50 per 
cent of all the gallbladders of persons over the 
age of 30 there were herniations of the mu- 
cosa into the underlying layer of the wall, at 
times reaching as far as the serosal layer. They 
recognized and divided the changes into three 
groups, according to the microscopic appear- 
ance. These consist of: (1) diverticula reach- 
ing the tunica muscularis; (2) those found in 
the intermuscular lacunas; and (3) those pene- 
trating the muscular layer into the under- 
lying connective tissue and possibly even to 
the serosa. Most of the cases reviewed did not 
conform to this classification. However, based 
on the pathologic reports, 7 of the cases would 
fall into group 3, and 5 cases in group 2. Our 
case, for the sake of classification, would be 
in group 2. 

Though not all, the greater number of 
these diverticula open into the lumen of the 
gallbladder by ducts, which are often tortuous 
and narrow. They may contain bile, bile pig- 
ments, cholesterol crystals, or at times typical 
biliary calculi.6 Our case contained no calculi. 
However, of the 16 reviewed cases 8 had 
lithiasis of which the majority were choles- 
terol. Exudative inflammation may occur in 
them up to abscess formation and even of 
rupture into the peritoneal cavity. 


The possible etiologic factors mentioned by 
Robertson and Fergurson'? are “increased in- 
tracystic pressure, absence of the muscularis 
mucosa, a loosely, irregularly arranged mus- 
cular layer and the independent response of 
muscle bundles to physiological stimuli, ac- 
count for the initial diverticula-like indenta- 
tion.”” The increased pressure is, more logi- 
cally, the result of neurogenic dysfunctional 
states of the extrahepatic biliary system, al- 
though other mechanical factors such as stones 
and inflammatory obstructions may also play 
etiologic roles.1! Whether any definite con- 
genital “true” gallbladder diverticula exist 
must be left open to question. In any event, 
they must be extremely rare.* 


Of the 17 cases of Rokitansky-Aschoff 
sinuses demonstrated by roentgenographic 
study, of which 13 were proven surgically, 
certain characteristics were noted as rather 
definite signs. Four of the cases reviewed 


MARCH 1956 


from the literature were not proven by either 
operation or pathologic The 
most common radiographic findings in these 
studies were: (1) a concentric ring of contrast 
media approximately 1 to 2 mm. from the 
contrast outlined lumen around a part or all 
of the gallbladder shadow was demorstrated 
in 99 per cent of the cases. It was noted in 
some of the cases that the concentric ring of 
the contrast media surrounding the outlined 
lumen was best demonstrated on the post-fat 
meal examination.!*:16,?!_ The appearance of 
these concentric rings was variable in that 
they appeared around part of the gallbladder 
shadow, usually the lower half; was described 
as multiple “pearl-like” projections? in 
two cases, as diverticula or cystic outpouch- 
ings!:3.12.13,15,20 in 7 cases, and as extrava- 
sated dye®.® in 2 cases. (2) Constriction of 
the gallbladder was a common finding, occur- 
ring in 70 per cent of the cases and usually 
located near the gallbladder neck.'* In one 
case the lumen of the gallbladder fundus was 
markedly narrowed,'* and another presented 
a constriction in the mid portion.* Two cases 
had associated peptic ulcers,® one in the stom- 
ach and one in the duodenum, the former 
constituting our case. Chronic inflammation 
and thickening of the gallbladder wall were 
reported in the 13 cases examined by the 
pathologist. Diverticula were multiple and 
measured from pin point to 5 mm. in size. 

March,'® in his case report, felt that the 
constriction near the gallbladder neck was 
probably congenital; however, in the other 
cases studied this was not felt to be true and 
was thought to be due to chronic inflamma- 
tory changes. It is the opinion of the authors 
that the latter is the probable etiology of the 
stricture in our Case. 


As for the rarity of demonstrating these 
changes roentgenographically, it is probably 
due to the fact that these diverticula are only 
associated with diseased gallbladders which 
reduces the contractility of the organ, and the 
inability of the diseased gallbladders to con- 
centrate the usual opaque media. Other fac- 
tors to consider are the size of the diverticula 
present, whether they communicate with the 
lumen, or are possibly filled with concretions 
and stones so that the contrast media cannot 
enter. 
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Our case did not demonstrate the typical 
concentric ring of media just outside the 
lumen. There were multiple areas of increased 
density which apparently were outlined by the 
diverticula projections into the wall, giving 
the gallbladder the so-called “mulberry” ap- 
pearance, which we feel is an additional roent- 
genographic sign. There was also a constric- 
tion near the gallbladder neck, apparently the 
result of chronic inflammatory changes (Fig. 
1). Examination of the surgical specimen 
revealed practically all the sinuses were large 
with large openings projecting toward the 
lumen from the numerous pouches (Fig. 2). 


Summary 


A review of the literature with reference 
to roentgenographic demonstration of Roki- 
tansky-Aschoff sinuses has been undertaken. 
The term is applied to the outpouching or 
herniation of the mucosa into and through 
the muscularis of the gallbladder, some of 
which communicate with the lumen by epi- 
thelial lined ducts, others having large open- 
ings, and some with no communication. Six- 
teen cases were found and reviewed, and one 
additional case reported by us. 


Findings were rather consistent. Radio- 
graphic demonstration is somewhat rare due 
to the inability of most diseased gallbladders 
to concentrate the contrast media. When vis- 
ualization does occur, the findings are as fol- 
lows in order of their most common occur- 
rence: (1) concentric distribution of the con- 
trast media seen approximately one milli- 
meter from the contrasted gallbladder lumen; 
(2) abnormally shaped gallbladder shadow 


usually consisting of a “purse-string” narrow- 
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ing near the neck of the gallbladder; (3) poor 
or delayed emptying; (4) lithiasis; and (5) 
mulberry appearance en-face. 

Of the 17 cases reported, 13 were proven 
pathologically as chronic cholecystitis with 
Rokitansky- Aschoff sinuses. The sinuses vary 
in size and number and measure up to 5 mm. 
in diameter. 
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Peritonsillar ‘Tissue in the Formation 
of Peritonsillar Abscesses and 


‘Tonsil Remnants* 


A. C. STUTSMAN, M.D., St. Louis, Mo. 


On the basis of embryology and histologic findings the author offers 
an explanation for the development of peritonsillar abscesses. 


THE PURPOSE OF THIS PAPER is to present 
anatomic evidence which is interpreted as 
having a bearing on the formation of periton- 
sillar abscesses and secondarily, post-tonsillec- 
tomy “lymphoid” tags. There is relatively 
little in the medical literature about the 
anatomic basis for peritonsillar abscesses. A 
peritonsillar abscess may be described as due 
to inflammation and the formation of pus in 
the tissues adjoining but outside the tonsillar 
capsule. 


Review of the Literature 


The embryology of the salivary glands is 
described as follows by Jordan and Kindred.! 
“The paired parotid, submaxillary and sub- 
lingual glands develop in an essentially iden- 
tical manner from the lining epithelium of 
the primitive mouth. The primordium of 
each gland is an originally solid cord of cells 
growing from the epithelium into the under- 
lying mesenchyme. These cords soon branch 
extensively, the resulting system of cords 
meanwhile acquiring lumens through an en- 
largement of their girth and a rearrangement 
of their cells, the terminal ducts finally be- 
coming dilated apically, to form the secretory 
acini. The proximal portion of the original 
primordium becomes the main duct of the 
definitive gland. The method of development 
by a roughly dichotomous mode of branching 
of the ducts within the mesenchyme deter- 


mines the morphology of the future glands © 


with regard to their subdivision into lobes 
and lobules.” 

“The parotid glands are the first to develop. 
They become discernable at about the 10 mm. 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Forty-Ninth Annual 
ton, Tex., N ber 14-17, 1955. 
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stage as a dorsal epithelial sprout near the 
angle of the mouth, at a point representing 
the region of the external surface of the fu- 
ture upper second molar tooth. The primor- 
dium of the submaxillary gland appears at 
about the 11 mm. stage as a bud on the pos- 
terolateral border of the oral floor. At about 
the same time the sublingual glands become 
indicated by a group of buds in the antero- 
medial portion of the floor of the mouth. 
From the bud on each side of the future 
frenulum develops the chief sublingual gland 
with its duct of Bartholin. The remaining 
buds develop small glands, each of which open 
onto the floor of the mouth by their separate 
ducts. The sublingual differs then from the 
other two chief salivary glands in that it is, 
in fact, a collection of smaller glands, lacks 
a distinct capsule and consists entirely of 
mucous secreting acini with oxyphilic demi- 
lunes.” On the basis of this information it 
appears that the mucous secreting glands 
found at the upper pole of the tonsils and at 
the midportion of the anterolateral surface 
represents glands which have their origin in 
a manner similar to the sublingual glands. 

In describing the embryological formation 
of the tonsils Jordan and Kindred! say that 
“The faucial tonsils arise in spatial relation to 
the original lateral wall of the second pharyn- 
geal pouch. The pharyngeal, tubal, laryngeal 
and lingual tonsils represent similar aggrega- 
tions of lymphocytes in the caudomedial por- 
tion of the roof of the pharynx, the pharyn- 
geal orifices of the auditory tubes, the larynx 
in the region of the false vocal cords and ven- 
tricles, and the root of the tongue, respective- 
ly. The constituent lymphocytes are believed 
to arise in site from the mesenchymal stroma.” 
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“The first indication of the palatine tonsil 
is a groove in the fauces at about the seven- 
tieth day of fetal life (40 mm.). This groove 
becomes subsequently divided by a fold into 
two longitudinal furrows in each of which a 
lymphoid nodule appears during the fourth 
month. The two nodules grow and fuse to 
form the definite tonsil.” 


“The crypts of the tonsils begin to form as 
a solid epithelial outgrowth during the third 
month. Most of the crypt system is cylindrical 
in shape, with vesicle formation of the distal 
ends of cylinders. The vesicle may become 
wide and remain in communication with 
crypts; some become detached and degener- 
ate.” 

On the basis of a detailed study of the 
development of the tonsils in the opossum, 
Zimmerman? concludes that, “The theory of 
a direct derivation of the palatine tonsils from 
the second pharyngeal pouches should be 
abandoned. These pouches are said to dis- 
appear before the epithelial component of 
the tonsils in the floor of the tonsillar sinus 
becomes discernible.” Kerr? in a paper on, 
“The origin, development and adult struc- 
ture of the palatine and pharyngeal tonsils in 
the opossum” presents additional studies. 

Maximow and Bloom‘ write that, “Many 
small glands are connected with the palatine 
tonsils; their bodies are outside the capsule 
and their excretory ducts open for the most 
part on the free surface. Openings into the 
crypts seem to be very rare.” They go on to 
say that, “The tonsils do not possess lymphatic 
sinuses and lymph is not filtered through 
them. They are provided however with net- 
like plexuses of wide, blindly ending lymph 
capillaries which surround its outer surface.” 

Beck® described rests of lymphoid tissue out- 
side the tonsil capsule and compared it to the 
parathyroid glands suggesting that it may take 
on the function and pathology of the tonsils 
after they have been removed. 


Sir St. Clair Thomson*® says that, “The ton- 
sil is developed in the second cleft recess dur- 
ing the fourth month of fetal life. The faucial 
pillars represent position in the second and 
third branchial arches. The hypoplastic re- 
cess opens into the pharynx as a funnel shaped 
cavity which terminates under cover of the 
soft palate as a narrow channel which persists 
at the superior tonsillar fossa. On the outer 
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wall of the hypoplastic tube the tonsil is 
developed. The outlet of the tube is nar- 
rowed by two triangular folds of mucous 
membrane. One of these stretches across the 
angle formed by the junction of the pillars 
with the soft palate, and this is known as the 
plica semilunaris. A second fold stretches in- 
ward from the anterior pillar of the fauces, 
blending with the surface of the tonsil as it 
passes downward but with a free crescentric 
margin directed inwards and backwards, and 
this is called the plica triangularis. Beneath 
it lies the capsule of the tonsil.” 


Peritonsillar abscesses rarely occur in chil- 
dren and they are most commonly observed 
between the ages of 15 and 35.6 Most ob- 
servers’ have noted that peritonsillar abscesses 
are seen more frequently in men. In Vir- 
tanen’s® series there were 204 men and 175 
women and the majority of these infections 
occurred in the third decade of life. 


Treves® mentioned that, “The tonsil is sep- 
arated from the superior constrictor by a fine 
fibrous capsule; and its lymphatics perforate 
the constrictor.” Martin and Sugarbaker’ in 
an article concerning “Cancer of Tonsil” de- 
scribed the lymphatic drainage of the pala- 
tine tonsil as perforating the capsule of the 
tonsil and the superior constrictor. 


Franc!! reports the streptococcus hemolyt- 
icus as the organism most commonly found 
in cases of peritonsillar infection. Barbera! 
suggested that the pneumococcus alone or in 
combination with a mixed flora was the usual 
cause. Barnes!® said the infective organism 
was the streptococcus pyogenis. Orton! in an 
article dealing with “Deep Infections of the 
Neck” reported 16 cases, 6 of which were sec- 
ondary to tonsillar infections in which the 
predominating organism was the hemolytic 
streptococcus. Chesterman and Scandrett! re- 
lated that the hemolytic streptococcus was the 
organism most commonly found in the tonsils 
of a group of nurses studied. Beck!® found 
the hemolytic streptococcus as the predominat- 
ing organism in 50 per cent of a group of neck 
infections he reported. Many of these were 
secondary to infection of the tonsils. Negus! 
states that the causative organism in cases of 
acute tonsillitis is the hemolytic streptococcus. 


Haardt!® relates that most of the periton- 
sillar abscesses have their location above the 
upper pole of the tonsil between the anterior 
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and posterior walls of the tonsillar fossa. As 
the abscess grows it spreads out the cavity 
formed by the walls of the tonsillar fossa push- 
ing the upper pole of the tonsil towards the 
midline. Dietrich!® in 1922 described the peri- 
tonsillar abscess as developing between the 
tonsil and the wall of the tonsillar fossa 
spreading either from the tonsillar crypt as a 
direct continuation of a perilacunar abscess 
or from infection of the crypts by way of the 
lymph ducts. 

Berkove®® was of the opinion that periton- 
sillar abscesses were due to retention of in- 
fection in the superior tonsillar fossa. Steven- 
son*! states that in the formation of a peri- 
tonsillar abscess the infection breaks through 
the capsule from the tonsils into the peri- 
tonsillar space. Key-Aberg?? says that peri- 
tonsillar infections are caused by a penitonsil- 
lar phlegmon and represents an extension of 
the infection by the lymphatics in the periph- 
eral direction. 

In discussing the etiology of peritonsillar 
abscess Barnes! says that the suppuration may 
be secondary to acute infections of the tonsil 
but more often is independent of such infec- 
tion. He suggests that cryptic retention, 
chronic suppuration and fibrous hypertrophy 
are responsible for its occurrence. 

The superior tonsillar fossa exists in a large 
number of tonsils and may form a resting 
place for foreign bodies or concretions. It is 
a convenient cul-de-sac within which micro- 
organisms may become enclosed by tonsillar 
inflammation leading to local or wide gener- 
alized infection.® It is unfortunate that this 
fossa should sometimes be called supraton- 
sillar for it lies within the capsule of the tonsil 
surrounded by lymphoid tissue and is never 
extratonsillar (Neil).? Sir St. Clair Thomson® 
suggested that a better name would be “the 
tonsillar recess or superior tonsillar fossa.” 
The tonsil is lodged in the tonsillar fossa. 
This triangular space lies between the an- 
terior-faucial pillar (containing the palato- 
glossus muscle) and the posterior pillar (con- 
taining the palatopharyngeus muscle). The 
floor or outer wall of the fossa is formed by 
the superior constrictor of the pharynx. The 
palatopharyngeus muscle spreads out in the 
fossa and is in direct relation with the tonsil. 

Many observers***? have reported cases of 
aberrant salivary tissue in the tonsil fossa. It 
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is not this type of tissue that concerns us in 
this article. 


Histologic Studies 


Over a period of years involving the re- 
moval of several hundred tonsils, small islands 
of tissue lying outside the tonsillar capsule in 
the loose areolar tissue have been observed at 
the region of the upper pole and along the 
midportion of the anterolateral surface of the 
tonsil. These bits of tissue adhere to the cap- 
sule or may be loosely attached. Microscopic 
sections of specimens of this tissue have shown 
the presence of mucous (salivary) secreting 
glands and this may be pertinent in the loca- 
tion and formation of peritonsillar abscesses. 
Such infections are generally found on one 
side. They are usually not seen in children. 
The greatest incidence of peritonsillar infec. 
tions occurs in the third decade of life. This 
usually means that there have been repeated 
infections of the tonsil with scarring which 
may interfere with the drainage of the mucous 
(salivary) glands at the upper pole of the 
tonsil resulting in a peritonsillar infection. 

In our experience the tonsils had been 
cleanly removed, by which we mean that the 
tonsil and its capsule have been removed with- 
out leaving a portion of the capsule behind. 
In subsequent months in some instances there 
have appeared small irregular areas at the 
site of the upper pole which have the ap- 
pearance of lymphoid tags. These islands 
of mucous (salivary) glands are offered as an 
explanation for the presence of recurrent tis- 
sue in the tonsil fossae. 


Figure | is a photomicrograph of a section 


Section through the upper pole of a faucial tonsil. A mass 
of mucous secreting glands is seen at the upper right 
hand corner, separated from the tonsil by the capsule. 


FIG. 1 
: 
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Same as in figure 1 (higher magnification). The capsule 
separates the collection of mucous glands above from the 
tonsil below. 


through the upper pole of a faucial tonsil 
removed from a 6 year old girl. A mass of 
mucous secreting glands can be seen which 
is separated from the tonsil by the capsule. 
The photomicrograph in figure 2, under 
greater magnification, shows the mucous se- 
creting glands separated from the tonsil. The 
photomicrograph in figure 3 shows a collec- 
tion of mucous secreting glands removed from 
the upper pole of a faucial tonsil. These 


FIG. 3 


A peritonsillar mass removed from the upper pole of tonsil 
of an adult. Mucous secreting glands are shown as in 
figure 2. 
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glands are found in every peritonsillar area 
in the vicinity of the upper pole and the 
anterolateral region, midportion. Sometimes 
islands of lymphoid tissue are found in the 
same general area. The superior tonsillar 
fossa provides a pathway for infection of these 
structures. Repeated infections of the tonsil 
results in scarring of the peritonsillar tissues 
and interference with drainage of the mucous 
secreting glands. In those cases where islands 
of lymphoid tissue are found in the periton- 
sillar region of the upper pole they may also 
serve as a factor in the formation of periton- 
sillar abscesses. 


Peritonsillar islands of mucous secreting 
glands and lymphoid tissue may also serve as 
the beginning of tonsil tags. If these islands 
of tissue are not removed at the time of the 
tonsillectomy they may hypertrophy to form 
noticeable tonsil tags. 


Summary and Conclusions 


Data have been presented concerning the 
embryologic development of the salivary 
glands and the tonsils. In the peritonsillar 
area mucous (salivary) glands are found at 
the upper pole of the tonsil and the antero- 
lateral region, midportion. Because of re- 
peated infections which may interfere with 
the drainage of the mucous secreting glands 
it is suggested that they have a bearing on 
the formation of peritonsillar abscesses. The 
superior tonsillar fossa has been described as 
a factor regarded as one of the principal ave- 
nues of infection. 


Tonsil fragments or tags developing in ton- 
sillar fossae where the capsule has been com- 
pletely removed can be explained on the basis 
of islands of mucous (salivary) secreting 
glands and peritonsillar islands of lymphoid 
tissue in some instances. 
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Observations on Tissue Culture of 


the Human Eye" 


C. M. POMERAT, Ph.D., and L. LITTLEJOHN, JR.,f Galveston, Tex. 


The culture of tissues from the human eye offers a technic for research in the effects of viral 
infection, irradiation and other potential noxious influences upon the ocular structures. 


TIssUE FROM THE EYE has long been a fa- 
vorite material for workers employing cell 
culture technics. The bibliography of tissue 
culture by Murray and Kopech! covering the 
period from 1884 to 1950 lists 26 papers on 
the chick lens, a study object made justly 
famous by A. Fischer®* as one of the first 
strains of epithelial cell to be established in 


*Read before a joint session of the Association for Research 
in Ophthalmology and the Section on Ophthalmology and 
Otolaryngology of the Southern Medical Association, Forty- 
Ninth Annual Meeting, Houston, Tex., November 14-17, 1955. 

tFrom the Tissue Culture Laboratory, Department of Anat- 
omy, The University of Texas, Medical Branch, Galveston, Tex. 

This investigation was supported by a research grant (PHS 
B-364(C2)) from the National Institute of Neurological 
Diseases and Blindness, of the National Institutes of Health, 
Public Health Service. 


Material was kindly supplied by Dr. Louis Girard of 
Houston, Texas, and by members of the Department of 
Ophthalmology of this Medical School. Grateful ae. 
ment is made to Mrs. John Finerty and Mrs. Walther Hild 


for indispensable aid in the preparation of cultures and to 
Messrs, E. Earl Pitsinger and C. George Lefeber for the 
preparation of photomicrographs and cine records. 


vitro. The sclera is represented by 39 papers. 
which were based exclusively on the chick eye. 
This species also was used for 38 studies on 
the retina, 48 on the choroid, and 108 on the 
iris, K. Sanjo' having employed the chick iris. 
in a series of 12 pharmacologic investigations. 
The rabbit cornea appears to have been the 
most popular mammalian eye tissue in having 
served for 79 studies on culture. In the same 
period, human material had not been em- 
ployed for tissue cultures of lens and sclera, 
while only one paper is listed for the iris, two: 
for the retina, three for the choroid and seven 
for the cornea. 


The rapid expansion of experimental work 


with cell culture methods since 1950 has. 


shown increasing interest in the study of 


human cells. In the important contributions. 


of Chang on the subcultivation of epithelial. 


= 
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Pigmented epithelium from the retina. Case: BeRe, chronic, 
nongranulomatous uveitis. Fifty days in vitro. Jacobson’s 
stain. 300X. 


Epithelium from the periphery of the lens. Newborn in- 
fant (R. T.), age 9 hours. Twenty-four days in culture. 
Jacobson’s stain. 300X. 


Pigmented epithelium from the ciliary body from the same 
eye as was used for the culture shown in figure 1. Seven- Spindle cells from the sclera. Case: MoGo, chronic uveitis. 
teen days in vitro. Jacobson’s stain. 300X. wenty-eight days in vitro. Jacobson’s stain. 375X. 
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FIG. 7 


Spindle cells with coarse acidophilic fibers from a 44 day 


old culture of the vitreous humor. Case: BeRe, chronic, Living stellate cell of connective tissue affinity showing 
nongranulomatous uveitis. Jacobson’s stain. 300X. multiple nucleoli, a definitive nuclear membrane, filamen- 


tous mitochondria, fatty droplets and dense melanin gran- 
ules. From a 42 day culture of a retinal explant. Case: 
FIG. 6 oe chronic uveitis. Dark phase contrast microscopy. 


Living stellate cell containing melanin granules from a Vascular patterns in the outgrowth from the sclera of a 
21 day culture of the iris. Case: MoGo, chronic uveitis. 7 month fetus. Fifteen days in culture. Jacobson’s stain. 
Dark phase contrast microscopy. 300X. 30X. 


FIG. 5 
| 


Retinal rosettes from a 19 week fetus. (Co-XIX). Twelve 
days in vitro. Jacobson’s stain. 300X. 


cells from normal human tissues, the con- 
tinuous culture of the conjunctiva is of special 
interest to ophthalmologists (Chang*). 


The object of the present communication 
is to serve as a preliminary report of observa- 
tions made on surgical specimens of eyes from 
human adults and on ocular tissue obtained 
from human fetuses. 


Materials and Methods 


The routine culture technic employed for 
all preparations involved the use of Gey’s 
balanced salt solution for the washing of tis- 
sue fragments and as a diluent in the fluid 
nutrient. Three to five fragments approxi- 
mately | mm. on a side were embedded in a 
clot composed of heparinized cockerel plasma 
and embryonic extract from chicks incubated 
for 8 days, on each of two cover glasses (12 by 
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50 mm.) which were inserted “back to back” 
in pyrex test tubes. When the clots were 
firmly set, 2 ml. of fluid nutrient consisting 
of 50 per cent human ascitic fluid (generally 
of malignant origin), 45 per cent Gey’s bal- 
anced salt solution and 5 per cent chick em- 
bryonic extract were added. The tubes were 
tightly stoppered and rotated in a drum at 
8 r.p.m. in an incubator maintained at 37°C. 


Cultures were examined in the roller tubes 
for outgrowth with a 32 mm. objective using 
ordinary light microscopy. At suitable inter- 
vals emigrating cells were recorded with phase 
contrast microscopy using both still and cine- 
matographic technics. Preparations were 


stained with the Jacobson’s method (Giemsa 
and May-Griinwald) and with Bodian’s pro- 
targol silver. Results were based on the study 
of more than 600 explants derived from 20 
surgical specimens and 7 fetuses. 


Retinal rosette similar to those shown in figure 9 treated 
with methylene blue chloride’ at 1:100,000 in fluid nutrient 
medium for approximately one hour. The supravital dye 
was accepted most readily by the ganglion cells (G), mod- 
erately by bipolar elements (B) and least by the visual 
components (V). Twenty-one days in vitro. 300X. 


FIG. 9 
A 
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Results 


Epithelial outgrowth from explants of the 
conjunctiva, cornea, lens and the pigmented 
layer of the retina generally consist of a single 
layer of elements. Active movements of mar- 
ginal cells frequently associated with pinocy- 
tosis (cell drinking) are regularly observed in 
time-lapse cine records. The migration of in- 
gested fluid nutrient in the direction of the 
juxtanuclear zone (zone of Golgi of fixed 
preparations) in cells of the human conjunc- 
tiva have been described by Pomerat,® with 
the aid of a series of selected film frames. 


Cells from the periphery of the lens produce 
abundant large migrating epithelial cells with 
oval nuclei containing several nucleoli (Fig. 
1). Melanin rich epithelial cells in sheets are 
easily obtained from both the iris and ciliary 
body (Fig. 2). In older cultures elements of 
this type as well as those arising from the 
retina form well flattened cytoplasmic exten- 
sions rich in melanin granules (Fig. 3). There 
is a tendency for the progressive loss of pig- 
ment in cells found at some distance from the 
explants. 


Bipolar cells (B) from the same preparation as shown 
in figure 10 but in an area of loose outgrowth. The 
neurons appeared somewhat more dense after two hours 
contact with the supravital dye, while the ganglion cells 
(G) had begun to decolorize. 300X. 


FIG. 12 


i ~ 


Retinal rosettes and folds from a newborn infant (R. T.) 
of 9 hours. Ten days in vitro. Jacobson’s stain. Magnifi- 
cation approximately 80X. 


Connective tissue is represented by the pro- 
fuse outgrowth and rapid multiplication of 
spindle cells whose size varies considerably, 
depending on their origin. Figure 4 shows 
typical spindles from a 28 day culture of sclera 
which presumably are fibroblasts associated 
with acellular fibrillar formations. Reticular 
fibers are generally demonstrable after ap- 
proximately 10 days of cultivation with Rio 
Hortega’s silver carbonate method. Undis- 
turbed spindle cells incubated for three or 
four weeks usually are found in the close 
proximity of acidophilic fibers which are 
presumed to be of the collagenous type. 
A 44 day culture of spindle cells from the 
vitreous humor of a patient with chronic, 
nongranulomatous uveitis containing abun- 
dant strands of acidophilic fibers is repre- 
sented in figure 5. The genesis of connective 
tissue fibers in tissue culture has recently been 
discussed (cf., Costero, et 

A living melanin containing cell from the 
iris shown in figure 6 was typical of multi- 
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Central portion of the open end of a retinal fold show- 
ing fibrillar elements believed to represent rods. Same 
preparation as shown in figure 12 but at 300X. 


branched connective tissue elements of its 
type. Figure 7 of a related cell found in a 
retinal culture shows filamentous mitochon- 
dria and lipoprotein granules, as well as the 
nuclear membrane and nucleoli as seen with 
the technic of phase contrast microscopy. 

The outgrowth of patent blood vessels in tis- 
sue culture have been described for many types 
of tissues (cf., Parshley, et al.;1° Woodard and 
Pomerat;!! Gonzalez-Ramirez!*). Endothelial 
cells often are arranged in long, straight or 
branching strands. Patterns of this type fre- 
quently arise from explants of choroid or of 
sclera (Fig. 8). Since endothelial cells are be- 
lieved to transform into spindle elements, 
Maximow and other histologists classified 
them morphologically as simple squamous 
epithelium but with genetic relations to con- 
nective tissue. 


The literature on the successful cultivation 
of neurons recently has been enriched by a 
critical description of the formation of Nissl 
substance, neurofibrils and even of myelin in 
vitro by Peterson and Murray.'* The recog- 
nition of neurons on the basis of these char- 
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acteristic materials as well as of the presence 
of a large achromatic nucleus usually with a 
single prominent nucleolus becomes less useful 
for the study of neurons from the outer and 
inner molecular layers of the retina. The de- 
scription of retinal neurons in cultures of the 
adult material at hand will require consider- 
able further study. 

The appearance of rosettes in cultures of 
fetal and newborn retina has attracted con- 
siderable attention due to their resemblance 
to similar patterns formed in vivo in the 
folded retinae of microphthalmic eyes, at the 
edges of colobomata and in the tumor known 
as glioma retinae. Retinal rosettes were re- 
ported as a result of large doses of x-rays dur- 
ing the second month of pregnancy (Gold- 
stein and Wexlar') and have been produced 
experimentally in rabbits (Pagenstecher"®). 

The mechanism of producing such struc- 
tures in tissue cultures has been discussed by 
Tansley.'® On the basis of experimental evi- 
dence, she concluded that a lowered intra- 
ocular pressure might be responsible for the 
development of retinal rosettes by altering the 
tension between the external limiting mem- 


FIG. 14 


Nuclei of rod (R) and cone (C) cells from a retinal 
rosette. Same preparation as shown in figure 12 but at 
approximately 1400X. 
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brane and the neuroepithelial layers internal 
to it. 

Figure 9 shows retinal rosettes found in a 
12 day culture of the retina of a 19 week 
human fetus. The pattern was also developed 
from the retina of a newborn infant of 9 hours 
(Fig. 10). In an effort to tag neurons with a 
supravital dye, methylene blue chloride at 
1:100,000 incorporated in the nutrient fluid 
(cf., Pomerat!*) was added to a 21 day culture 
of the 19 week fetal retina. After one hour 
(Fig. 10), very little dye had been picked up 
by the layer of rods and cones (V), the peri- 
nuclear zone of bipolar cells (B) was moder- 
ately blue but cells believed to represent gan- 
glionic elements (G) were deep blue. An area 
of loose outgrowth showed cells of the bipolar 
type (B) which were blue after two hours 
contact with the supravital dye (Fig. 11), but 
by this time the larger ganglionic cells (G) 
had begun to decolorize. 


FIG. 15 


Microglial cells from a 17 day culture of the retina. Case: 
P.L.Ki, uveitis. Bodian method. 300X. Inset shows a com- 
parable living microglial cell (dark phase contrast optics) 
in which delicate ectoplasmic extensions of the cytoplasm 
can be seen. Magnification approximately 600X. 
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FIG. 16 


Several microglial cells near a spindle element from a retinal 
explant. Case: BeRe, chronic, nongranulomatous uveitis. 
Fifteen days in culture. Jacobson’s stain. Approximately 
1800X. 


According to the suggestion of Tansley,'® 
in the open ends of folds (Fig. 12) or rosettes 
extending in the outgrowth, parallel systems 
of lightly staining lines were interpreted as 
representing rods (Fig. 13). The nuclei in the 
dense portion of retinal rosettes of the new- 
born infant are shown in figure 14. 

In the course of the present investigation, 
microglial cells from the retina of both fetal 
and adult tissue proved to be particularly in- 
teresting in terms of their frequency and ac- 
tivity. Figures 15 and 16 illustrate character- 
istic cells as revealed with a variety of micro- 
scopic technics. Particularly striking were the 
rapid movements of extremely thin ectoplas- 
mic membranes as seen in cinematographic 
records. It is believed that these physiolog- 
ically important structures are generally de- 
stroyed in preparations resulting from the 
applications of classical metallic technics 
(Pomerat'®). 
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Relatively simple methods of cell culture 
make possible the cultivation of a wide variety 
of cell types from the tissues composing the 
eye. Normal and pathologic adult human 
ocular material as well as explants of fetal 
structures invite studies in the fields of cellu- 
lar physiology, experimental pathology and 
morphogenetics. Thus, the experimental pro- 
duction of rosettes from the retina of fetal and 
newborn sources suggests opportunities for the 
study of malformations in the sensory portion 
of the visual apparatus which might prove 
important to current inquiries on the damag- 
ing effects of the release of atomic energy and 
of cosmic radiations. The role of allergic or 
viral factors, including the cytopathogenesis 
resulting from adding agents of the APC 
group (adenoid, pharyngeal and conjunctival 
viruses) to cell systems in vitro, might yield 
useful new information. Perfusion chamber 
technic with the analysis of phase contrast, 
time-lapse film records (Pomerat, Lefeber and 
Smith’) offers an important challenge espe- 
cially in the field of injury to cell organoids, 
such as mitochondria, by industrial chemicals 
and drugs employed in ophthalmology. 


Summary 


A few illustrations are presented of the ap- 
pearance of epithelial, connective, and nervous 
tissue cells from eyes obtained as surgical 
specimens, fetuses and from a newborn infant. 
The study of more than 600 explants estab- 
lishes the facility of obtaining primary out- 
growths with roller tube technic in which the 
tissues were embedded in a plasma clot on 
narrow cover glasses. A nutrient mixture, in- 
cluding human ascitic fluid generally of malig- 
nant origin, was employed for feeding pur- 
poses. Photomicrographs were made of living 
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cells and from preparations treated with 
Jacobson’s stain and the Bodian protargol 
method. 


The purpose of this report is to invite a 
wider use of cell cultures for experimental 
studies on the tissues of the human eye. 
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Domestic Hints From the Ebers Papyrus (1550 B. C.) 
Remedy to stop the crying of a child 


Pods of the poppy plant 


Fly dirt which is on the wall 
Make it into one, strain, and take for four days. 


It acts at once! 


—From The Papyrus Ebers, translated from the German version 
by Cyril P. Bryan, London, 1930. 
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Dissecting Aneurysm of the Aorta 


ELWYN EVANS, M.D., and ROBERT W. CURRY, M.D., Orlando, Fla. 


In an aging population the diagnosis of this condition should be kept in mind 
in the differential diagnosis under certain circumstances. More and 


more cases are being recognized antemortem. 


A RECENT CASE of dissecting aneurysm of 
the aorta stimulated our interest in this prob- 
lem. This case proved to have certain inter- 
esting features that made it valuable for a 
discussion and review of the subject. 


Incidence 


With increasing age of the population and 
the associated arteriosclerosis and hyperten- 
sion, it would seem there should be an in- 
creased frequency of dissecting aneurysm of 
the aorta. Accuracy in diagnosis also should 
have improved because of greater knowledge 
and improved diagnostic tests. 


The autopsy incidence of dissecting aneu- 
rysm of the aorta varies from 1 in 212 au- 
topsies as reported by Lodwick! to 1 in 381 
as reported by Holland and Bailey? and 1 in 
430 as reported by Glendy, Castleman and 
White.* To get a rough estimate of possible 
increased frequency of dissecting aneurysms, 
we reviewed the clinical diagnoses and autopsy 
protocols at the Massachusetts General Hos- 
pital for the years 1930, 1935, 1940, 1945, and 
1950. One case was found in 299 autopsies in 
1930, 2 in 425 in 1935, none in 405 in 1940, 
3 in 386 in 1945 and 2 in 625 in 1950. 


Lodwick,! in 1953, stated that until the last 
decade the diagnosis of dissecting aneurysm 
was rarely made during life. This is borne 
out by Shennan‘ who in 1933 reviewed 317 
cases and found that the antemortem diag- 
nosis was made in only 6 cases. In contrast 
to this the correct antemortem diagnosis was 

made in 26 of 82 cases reviewed in the Amer- 
’ ican literature by Holland and Bailey? which 
covered a period from 1933 to 1939. These 
authors added 19 cases from the Charity Hos- 
pital in New Orleans, 2 of which were diag- 
nosed correctly. The antemortem diagnostic 
accuracy at the Massachusetts General Hos- 
pital has varied from none to 50 per cent 
from 1930 to 1950. 


Pathology 


There are two general types of dissecting 
aneurysm.! The first, the classical type, is 
usually associated with extensive idiopathic 
medial necrosis, occasionally some other pro- 
cess producing ischemia, and often extensive 
dissection. Dissection most frequently occurs 
at the junction of the middle and outer thirds 
of the media because of ruptured vasa vaso- 
rum. The cause for this rupture is generally 
not known. Dissection may precede intimal 
tears (if these occur). The intimal tears are 
usually transverse and most often occur in the 
ascending aorta a few centimeters above the 
aortic valve or in the descending aorta near 
the isthmus or the ligamentum arteriosum,. 
The dissection extends up or down or in 
both directions and often extends a short 
distance along some of the aortic branches. 
Blood enters the media, forms a hematoma 
and dissects the wall of the aorta. Smaller 
vessels are often occluded by the intramural 
thrombus but the aorta is only narrowed 
by the protrusion of the hematoma into its 
lumen. The dissection may be limited by 
external rupture which may occur at any 
place but most often occurs into the pericar- 
dial sac, the pleural cavity, especially the left, 
or the retroperitoneal tissues. Re-entry into 
the aortic lumen also may limit dissection and 
frequently occurs at the site of the obstruction 
at the diaphragm or the bifurcation of the 
aorta. About 10 per cent of the cases of dis- 
secting aortic aneurysm heal with re-entry and 
formation of a double-barreled aorta. Endo- 
thelium may cover the new channels which 
may also show atherosclerosis. The classical 
type usually occurs in a younger age group 
than the arteriosclerotic type. The average 
age of Lodwick’s three patients was 32.6 
years.! 

It is of interest that Ponseti and Baird® 
were able to produce medial necrosis with 
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classical dissecting aneurysms and scoliosis in 
30 per cent of growing rats fed a diet contain- 
ing 50 per cent sweet peas. Two of Lodwick’s 
three patients with the classical type had some 
scoliosis. Bean and Ponseti? reviewed the au- 
topsy records of dissecting aneurysm at the 
University of Iowa Hospital and found that 
of 16 patients with x-ray examinations, 5 had 
scolicsis. They also stated that information 
on diet was inadequate but that they had ob- 
served kyphoscoliosis in patients with avid 
appetites for peas although most of the pa- 
tients had normal appetites. They thought 
there might be a connection between experi- 
mental dissecting aneurysms and those found 
in kyphoscoliosis. 

The second, or arteriosclerotic type results 
from two manifestations of arteriosclerosis of 
the aorta, senile sclerosis of the media and 
atherosclerosis of the intima. With age, the 
media loses its elasticity with straightening 
of the elastic lamellas, collagenous changes 
and hyalinization of the interlamellar struc- 
tures. Calcification of the media is increased 
with age and hypertension. The intimal 
lesions of the atherosclerosis often ulcerate 
or calcify and are usually surrounded by 
areas of necrosis extending to the media. 
Rupture may occur at one of these ulcerated 
areas or calcific plaques. This type usually 
occurs in patients above fifty years of age. 
Lodwick’s 12 patients ranged from 59 to 
80 years of age.1 Dissection in this group is 
more likely to involve the abdominal aorta 
than the classical type, is usually less exten- 
sive, and is less often fatal. 


Symptoms 


Symptoms are often precipitated by some 
sort of strain. Pain and shock vary with the 
rapidity of dissection and may be absent if 
the dissection develops slowly. 15.9 Frequently 
pain is severe and radiates from the mid- 
thorax, front or back, through the chest. Oc- 
casionally the pain radiates down the back to 
the legs or up the neck. Pain often is max- 
imal at its beginning rather than building up 
gradually.1° Logue® emphasized pain in the 
left scapular region. Other symptoms vary 
with the aortic branches obstructed. Often the 


symptoms are multiple and may simulate em- 
bolism. 
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Signs 


It is generally agreed that a sudden in- 
crease in the size of the aortic shadow or an 
increase in the thickness of the aortic wall are 
the only reliable signs of dissecting aneurysm 
and the diagnosis can rarely be made by 
roentgenographic examinatiorr alone. X-rav 
films before and after dissection or serial 
films during dissection must be compared and 
taken with comparable technic and with the 
patient in the same phase of respiration. 
Golden and Weems® reported a case in which 
the position of the rupture was located by 
angiocardiography and Scott and Bottom’ 
showed laminographic studies to be of value 
in localizing and determining the extent of 
dissection. That the aorta can decrease in 
width after dissection was conclusively shown 
in the roentgenograms of Lodwick’s case 6. 
Diagnosis of aortic dissection was not made 
antemortem in this case and the unusual and 
important x-ray findings were not noted un- 
til the films were reviewed following autopsy. 
No other report of a decrease in size of the 
aorta could be found. 

The heart is usually enlarged because of 
associated hypertension. Schnitker'! found 
hypertension in 80 per cent of 141 cases re- 
viewed. Hypertension may be absent at the 
time of dissection, however, because of a ten- 
dency to shock. 

The electrocardiogram is usually nonspecific 
and often shows evidence of cardiac hyper- 
trophy secondary to the hypertension. Occa- 
sionally, however, when the dissection in- 
volves the mouths of the coronary ostea, there 
may be changes suggesting acute coronary 
disease. Slight to moderate fever and leukocy- 
tosis often persist for a few days to a few 
weeks. 

Systolic murmurs at the base of the heart 
have been described frequently. Occasionally 
basal diastolic murmurs and less frequently 
systolic murmurs along the spine have been 
noted. Schnitker!! found an aortic diastolic 
murmur in 24 per cent of cases reported. The 
aortic diastolic murmurs usually have been 
in acute cases; Resnick and Keefer! concluded 
from the literature that aortic insufficiency 
was not uncommon in patients who had re- 
covered from the dissection and that most of 
these patients eventually developed myocar- 
dial failure. Gouley and Anderson'* com- 
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mented upon the high incidence of hemopty- 
sis in patients with aortic dissection showing 
signs of aortic insufficiency. Hemoptysis oc- 
curred in five of their six patients with aortic 
insufficiency but did not occur in other cases 
of aortic dissection. All six patients had myo- 
cardial failure varying from two to four years. 
Hemoptysis varied from blood spitting to 
frank hemorrhage. It was noted early in de- 
compensation in four patients and before de- 
compensation in one. Others described aortic 
dissection with aortic insufficiency, hemopty- 
sis and myocardial failure but aortic dissection 
was not diagnosed antemortem.!* 


Course and Prognosis 


Dissecting aneurysms of the aorta are usual- 
ly fatal in minutes to days because of com- 
plete rupture of the aorta, and death occurs 
suddenly even when the patient seems to be 
doing well. However, it has long been recog- 
nized that dissecting aneurysms can heal and 
that newly formed channels can function for 
years. Kellogg and Heald concluded from 
the literature that about 20 per cent of the 
acute cases had a chance for recovery although 
Weiss, Kinney and Maher® thought about half 
of the healed cases described in the literature 
really were not healed, because death even- 
tually occurred because of secondary tears or 
vascular accidents related to the aneurysm. 
Twenty-six of Shennan’s* cases showed re- 
entries. Jones and Langley’® analyzing Shen- 
nan’s figures stated that when re-entry did not 
occur 96 per cent died within five weeks but 
when re-entry did occur only 28 per cent died 
during this period. As mentioned before, 
some patients with associated aortic insuffi- 
ciency die of congestive heart failure several 
years after the acute attack. Occasionally 
pathologists are surprised to find double- 
barreled aortas at autopsy, the patient dying 
from unrelated disease. 


Differential Diagnosis 


The two conditions most likely to be con- 
fused with dissecting aneurysms of the aorta 
are coronary thrombosis and peripheral em- 
bolism.!° Pain in coronary thrombosis is more 
likely to build up gradually, is less likely to 
radiate directly through the chest and does 
not radiate down the back to the legs. Electro- 
cardiographic evidence of myocardial infarc- 
tion is usually absent in dissecting aneurysms. 
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Peripheral emboli are usually associated with 
conditions which predispose to them. When 
acute blockage of vessels occurs with dissecting 
aneurysm, it occurs immediately after the chest 
pain or much sooner than after myocardial 
infarction. Gouley and Anderson" found that 
some cases with aortic insufficiency lived long 
enough so that problems arose in diagnosis, 
especially syphilis. Other conditions confused 
with dissecting aneurysm are cerebral vascular 
accidents, mediastinal tumors, diaphragmatic 
hernias, mesenteric thrombosis, pancreatitis, 
cholecystitis, nephrolithiasis, ruptured peptic 
ulcers and spinal cord disease. Bay! stated 
that a dissecting aneurysm should be suspected 
if severe chest pain, especially upper back 
pain, is accompanied by cerebral symptoms, 
changes in the blood pressure of one extremity 
only, hematuria, transient paralysis in the legs, 
a widened aorta or a suddenly developing 
aortic diastolic murmur. 


Treatment 


Treatment generally has been unsatisfac- 
tory. Conservative medical treatment consists 
of absolute bed rest for four to six weeks, 
symptomatic treatment and good nursing care. 
Paulin and James® reported a patient success- 
fully operated upon by Dr. Osler Abbott who 
wrapped the aorta with cellophane. Despite 
this successful operation, early surgery does 
not appear justified at this time.1°18 Logue’ 
thinks that most of the patients who live long 
enough to be operated upon and survive oper- 
ation would do well without surgical attack. 
However, Pratt!® believes the patients should 
be operated upon as soon as their condition 
appears stabilized. He thinks that the mortal- 
ity rate before this time would be prohibitive 
but that operation afterwards would save a 
number of patients who would eventually die 
from further dissection. DeBakey*® believes 
that, depending upon the circumstances, one 
of several operative procedures might be used 
successfully. He thinks the patient should be 
operated upon whenever the diagnosis is 
made, and did so upon 6 patients, 4 of whom 
recovered. The longest follow-up has been 
slightly less than 1 year but these early results 
are encouraging. 


Discussion of Case 


Mrs. A. A., a housewife age 63, was first seen at 
home by one of us (E. E.) after a tentative x-ray 
diagnosis of dissecting aneurysm by the other (R. C.)- 
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She had been admitted to the hospital because of 
severe pain in the interscapular region radiating to 
the left scapula and the sternal region. It was asso- 
ciated with an unusual amount of gas in the epigas- 
trium and occurred while she was straining at stool. 
Later, epigastric distress was noted. 


She was known to have hypertension for 15 years 
and occasional exertional dyspnea for three years. A 
murmur was known to be present for about five to 
ten years but previous physicians did not record a 
diastolic or a diagnostic murmur. Her history was 
otherwise noncontributory. 


At the time of her hospital admission, she did not 
appear acutely ill. The temperature was 97°. The 
blood pressure was 160/70; the systolic pressure pre- 
viously varied from 160 to 190 and the diastolic pres- 
sure from 70 to 90 mm. A grade II systolic murmur 
was noted in the aortic region. There was slight epigas- 
tric tenderness and she “hurt deep inside” on percus- 
sion over the sixth to eighth dorsal vertebrae. No other 
findings of interest were recorded. 


The blood count showed moderate leukocytosis. The 
electrocardiogram showed some “left ventricular strain” 
but was not otherwise diagnostic. Chest roentgeno- 
grams revealed left ventricular enlargement, moderate 
dilatation and tortuosity of the aorta and some calcific 
changes in the aortic arch. A diagnosis of dissecting 
aneurysm was not considered seriously. 


Slight fever was present for the eight days she was 
in the hospital. The blood pressure and pulse re- 
mained relatively constant. She complained of some 
pain in the interscapular area for about twenty-four 
hours, nausea and vomiting for two days, epigastric 


FIG. 1 


AP vertical film of abdomen (taken at 40 inch distance) on 
April 22, the day after the acute attack. Notice width of 
aorta as indicated by arrow. 


DISSECTING ANEURYSM OF THE AORTA—Evans and Curry 


FIG. 2 


AP view of thoracic spine (at 40 inch distance) on April 28, 
7 days after acute attack. Increased width of aorta noted 
during gastrointestinal series on April 27 is confirmed. 


distress three days, and pain in the left shoulder and 
left scapular area off and on for the eight days she 
was in the hospital. Narcotics were given for pain 
and may have played a part in the acute digestive 
symptoms. 

During a gastrointestinal series on April 27, 1953, 
it was noted that the visible retrocardiac portion of the 
aorta appeared much wider than it did on a chest 
film taken the day of admission six days earlier and a 
film of the abdomen taken five days earlier (Fig. 1). 
To confirm the impression of recent aortic widening, 
anteroposterior and lateral views of the thoracic spine 
were taken and these conclusively showed recent widen- 
ing of the thoracic aorta (Fig. 2). The technical factors 
used in taking the anteroposterior view of the thoracic 
spine were the same as those for taking the antero- 
posterior view of the upper abdomen at the time of 
admission. The patient was centered perfectly in both 
instances. Both examinations were carried out with a 
target film distance of 40 inches with the use of a 
Bucky diaphragm. 

Because of the good clinical condition of the patient, 
she was allowed to go home before the x-ray reports 
were completed. 

When seen at home on April 28, 1953, she felt and 
appeared well. Her blood pressure was 176/72 in the 
left arm, 180/70 in the right arm and 200/86 in the 
leg; the pulse was regular at 65. The eyegrounds 
showed grade II changes. The neck vessels pulsated 
somewhat excessively. The left border of cardiac dull- 
ness and point of maximal apical impulse were in the 
fifth interspace just inside the anterior axillary line. 
The second aortic sound was greater than the second 
pulmonic sound. There were grade III apical and 
grade II aortic systolic murmurs and a grade II aortic 
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diastolic murmur. The latter was recorded for the 
first time. A grade III systolic murmur was noted along 
the dorsal spine and was maximal at about the level 
of the angles of the scapulae. The dorsalis pedis vessels 
were palpable. The remainder of the physical exami- 
nation was essentially noncontributory. 

The patient was kept at rest for about two more 
weeks at which time she was allowed to increase her 
activities gradually. 

Subsequent anteroposterior and lateral views of the 
thoracic spine taken about one month after discharge, 
on May 25, 1953, showed a definite decrease in the 
width of the retrocardiac portion of the thoracic aorta 
and this decrease was still evident on July 9, 1953 
(Fig. 3). Although all of the x-ray examinations had 
been made using identical technics, the possibility that 
the widening was due to some technical factor, such as 
rotation of the patient, was considered and various 
views were taken to see if the previous increase in 
width of the aorta could be reproduced. Anteropos- 
terior views of the thoracic spine were taken with the 
patient supine and upright at a 40-inch distance with 
the x-ray tube two inches off center to the left and 
to the right and with the patient rotated slightly with 
the right side up and then the left side up. These 
films showed some change but there was no significant 
variations in the width of the aorta and certainly not 
enough to be confused with the changes found in the 
original films. 


When seen on June 3, 1954, she felt quite well but 
stated that she occasionally had mild exertional dysp- 
nea which was worse than a year previously. About 
three months and a week previously she coughed up 
a little blood. 


When the patient was last seen on December 18, 
1954, she was feeling surprisingly well. She still had 
some exertional dyspnea which did not seem to be 


FIG. 3 


AP view of thoracic spine (using same technic as in figures 
1 and 2) on July 9, approximately two and one-half months 
after acute attack. Note decreased width of the aorta. 
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getting worse. On x-ray examination the aorta ap- 
peared to be slightly wider than on the previous 
examination. 


Summary and Conclusions 


1. A general discussion of dissecting aneurysm 
of the aorta has been presented. 

2. Dissecting aneurysm of the aorta forms a 
small but important clinical and patho- 
logic group. Eight cases were found in 
2,140 autopsies at the Massachusetts Gen- 
eral Hospital. 


3. Although the diagnosis is made much more 
often than it was a decade or so ago, fre. 
quently the condition still remains un- 
diagnosed. 


4. A case of probable dissecting aneurysm of 
the aorta with re-entry and healing has 
been presented. The symptoms of sudden 
interscapular pain radiating to the sub- 
sternal region, occurring in a woman 63 
years of age with atherosclerosis and hy- 
pertension while straining at stool, subse- 
quent epigastric pain and pain in the left 
shoulder and left scapular region, fever, 
leukocytosis, and definite roentgenographic 
evidence of increase in width of the thora- 
cic aorta in serial films, and a later de- 
crease in width of the aorta, can hardly be 
explained in any other way. 


5. Other signs and symptoms were not only 
corroborative but of unusual interest. 
Hemoptysis, associated with an aortic dia- 
stolic murmur and myocardial failure 
which occurred in our patient, has been 
emphasized in the literature several times. 
This combination of findings is indicative 
of the dissection extending to or near the 
aortic ring. 

6. Although systolic murmurs along the dor- 
sal spine have been noted in patients with 
dissecting aneurysms of the aorta, we know 
of no other case in which a striking de- 
crease in the intensity of such a murmur 
has been reported. A grade III systolic 
murmur between the sixth and eighth dor- 
sal vertebrae heard earlier was barely au- 
dible four weeks later. The production of 
a localized aortic constriction by an intra- 
mural thrombus and subsequent re-entry 
of the dissection.into the aortic lumen best 
explains the striking changes of the mur- 
mur in our case. 

We wish to thank Dr. Paul Dudley White for per- 
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mission to review the Massachusetts General Hospital 
records. 
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Management of Patients to Have 


Anesthesia for Eye, 


Throat Surgery* 


Ear, Nose, and 


HAROLD F. CHASE, M.D., Philadelphia, Pa. 


The preoperative and postoperative management of the patient who receives a general 
anesthetic must not be haphazard. This is especially true in the two extremes of life. 


MANY OF THE PROBLEMS OF ANESTHESIA for eye, 
ear, nose, and throat surgery are, in essence, 
problems of pediatric and, increasingly, of 
geriatric anesthesia. We feel that the child 
deserves special management and should not 
be denied the benefits of premedication only 
because of difficulty in calculating suitable 
doses. The older patient should be differ- 
entiated from the average “adult” category 
and managed according to his physiologic age. 
Some patients at 60 are “‘older’’ than others 
at 85. 


Anesthesia for the Child 


To carry a child patient through a strange 
and fearsome ordeal with the least possible 


*Read before the Section on Ophthalmology and Otolaryn- 
logy, Southern Medical Association, Forty-Ninth Annual 


eck. Houston, Tex., November 14-17, 1955. 


trauma is the aim of surgeon and anesthesiol- 
ogist alike. What is it the child fears? Is it 
separation from parents, the chance he may 
never see mother again? This may far out- 
weigh the fear of a procedure about which 
the child knows nothing. If you can request 
that the anesthesiologist talk to the child and 
particularly to the parents some of this fear 
can be overcome. The events and procedures 
of the anesthetizing sequence can be explained 
to the child in terms of things he knows and 
of fantasies with which he is familiar. It 
seems that the pediatric anesthetist must fol- 
low the children’s programs on television and 
radio to be familiar with the current child- 
hood fantasy. The story of the space cadets 
may stimulate the young candidate for anes- 
thesia to accept the mask if he is reminded 
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his space cadet hero wears a mask and breathes 
oxygen in flight. Giorgio, Niiranen and Mor- 
row! have gone to the extent of actually pro- 
viding “space helmets” for the administration 
of gas in the induction period. We have 
utilized only the fantasy. 


The child should be reassured that when he 
awakes or “lands” there will be a nurse with 
him. This person acts as a mother substitute. 
Our modern recovery rooms are not so 
equipped as to invite the attendance of mother 
herself at the emergent phase. One refine- 
ment of the recovery room is the partial par- 
titioning of a recovery area for children where 
parents may be present. 

Another situation deserving a special ap- 
proach is the oversolicitous parent who pro- 
jects his or her fears upon the child. The 
trauma of separation can be eased by asking 
the anesthesiologist, in consultation, if he will 
not consider giving rectal Pentothal in the 
child’s room. The mother then sees the child 
off to sleep and the pain of conscious separa- 
tion is spared. 


The little patient who is to return for re- 
petitive surgery, such as repeated procedures 
for squint deserves special attention from the 
first encounter with anesthesia. In a busy 
clinic it may not be physically possible to 
take time to give rectal Pentothal to all chil- 
dren. We make a point of putting children 
required to have successive operations lightly 
to sleep in their rooms with rectal Pentothal 
in a dose of from 13 to 15 mg. per pound of 
body weight. We feel that the use of rectal 


SOUTHERN MEDICAL JOURNAL 


MARCH 1956 


Pentothal should be reserved in eye, ear, nose 
and throat surgery for those patients who are 
to be intubated during anesthesia. The de- 
pression of respiratory drive may be sufficient 
to prevent the child from overcoming obstruc- 
tion in insufflation technics. Following rectal 
Pentothal patients recover from general an- 
esthesia quickly to regain pharyngeal reflexes 
and then drop back into a peaceful sleep from 
which they can be quite readily aroused. They 
then approach further operations with far 
less apprehension. 


Should one, or should one not, use fixed 
premedication other than atropine in chil- 
dren? It is our opinion that children are as 
deserving of the benefits of premedication as 
adults if care is used to “tailor” doses to the 
patient.2, The “well, I don’t care so much 
what you do now” attitude engendered in the 
patient by premedication is helpful. We keep 
a list of suggested premedications posted on 
the bulletin board in the pediatric wards for 
the use of doctors and nurses. A picture is 
drawn of how to make up each dose in syr- 
inges. Table 1 demonstrates the explicitness 
with which these directions are written so 
that no mistake will be made. Doctors are 
encouraged to regard body size, development, 
and nervous activity of the child, as well as 
age group, in choosing proper dosage. It is 
always to be remembered that such guides 
are only a beginning point meant to be scaled 
up or down for the individual patient. There- 
in lies the art of medicine. 


The decision whether to regard a patient 


TABLE 1 


PREMEDICATION FOR CHILDREN. 


DOSAGE OF NARCOTIC TO BE USED WITH SCOPOLAMINE OR ATROPINE 


Narcotic 
Morphine OR Demerol 
Age Weight Morphine Scopolamine 
Group Dose Dilution of Morphine from Demerol or. 
Tablet to cc. 50 mg./cc. Atropine — 
Yrs. Pounds mg. grains mg. mg. ce. mg. grains 
0-1 7-18 0.1 1/600 
1-2 19-29 0.9 1/75 5.4(1/12 gr.) in 6 cc.—use 1 cc. 13 0.25 0.1 1/600 
2-3 27-30 1.1 1/60 5.4(1/12 gr.) in 5 cc.—use 1 cc. 13 0.25 0.1 1/600 
3-5 30-40 1.4 1/48 5.4(1/12 gr.) in 4 cc.—use 1 cc. 18 0.33 and 0.22 1/300 
5-8 40-55 1.9 1/32 5.4(1/12 gr.) in 3 cc.—use 1 cc. 25 0.5 0.22 1/300 
8-10 55-65 2.7 1/24 5.4(1/12 gr.) in 2 cc.—use 1 cc. 37 0.75 0.33 1/200 
10-Puberty 65-80 5.4 1/12 50 1.0 0.43 =1/150 
Barbiturate 
Elixir Seconal or 
Phenobarb. Nembutal 
mg. ce. mg. gr. 
1-3 19-30 8-16 2-4 15 1/4 BARBITURATE may substitute for narcotic. : 
3-8 30-55 16-32 4-8 30 1/2 may be added to narcotic for regional anesthesia. 
8- General 50 3/4 ” may be added to narcotic for excitable patient. 
Puberty Regional 100 “iss ° should be given 2 hours preoperatively if by mouth. 
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as a child or an adult in ordering premedica- 


ire tion rests on the question “has he or she 
le- reached puberty?” When puberty is well es- 
nt tablished the patient’s metabolism alters and 
1c- the patient steps up into the adult range of 
al dosages. 
. Anesthesia for the Old Patient 
m At the other end of the life scale the chron- 
ey ologic age should be overweighted by an 
ar estimate of the patient’s physiologic age. In 
this we may have to be guided by our medi- 
d cal consultants to aid us in assessing the 
. status of circulatory, respiratory, and excre- 


tory functions in an individual patient. We 
always have great respect for the very old 
who have lived on in apparent physical defi- 
h ance of nature’s buffeting, but we always 
wonder whether this particular operation or 


ing premedication for adults ‘on call,” par- 
ticularly if both a barbiturate and a narcotic 
are used. Figure 1 demonstrates what hap- 


1e ; : pened when such an order was carried out, 
" moment may not be the event that will upset in this case for a short operation, the second 
n the wonderful one hoss shay.” Premedicant —_ patient of the operative day. When the first 
r doses in the physiologic age group of 60 to 70 operation was started the second patient was 
is should be diminished from the adult average, —_ ordered to be sent from the ward. She received 
r- and beyond the physiologic age of 70, doses her capsule of barbituate immediately since it 
- should be a half or less as illustrated in table = coulq be taken from a bottle at once. Prepa- 
0 2. It is always easier to add to, than to take ation for the injection of scopolamine and 
. back a medication once given. Slowed metabol- the morphine took a little longer. That was 
t, ic and excretory functions may turn a usually injected as the stretcher went out the door. 
s short acting drug into a long acting one. She arrived at the operating room with ef- 
s We prefer the shorter action of Demerol fect from neither oral nor subcutaneous 
. over morphine in this age group. Smaller medication. On the average it takes one to 
d doses of narcotics depress respiratory volume __ one and one-half hours for the barbiturate to 
. less. This is of importance in elderly patients _ reach its peak effect and 30 to 45 minutes 

who may have emphysema and have maximal _ for the narcotic to be maximally effective. 
, alveolar carbon dioxide levels prior to any More Pentothal than usual was required be- 

medication, and who may become acidotic if cause the morphine was reaching peak effect 


respiration is depressed. only as the operation was concluded. The 
barbiturate was delayed in the stomach by 
the slowing effect of morphine on gastric mo- 
One common fallacy is illustrated in order- _ tility. Being a sodium salt it was not readily 


Proper Use of Premedication 


TABLE 2 
PREMEDICATION FOR ADULTS. DOSAGE OF BARBITURATE, NARCOTIC AND ATROPINE 


Seconal or Narcotic 
Anesthetic Nembutal Morphine OR Demerol Atropine 
Age Technic mg. gr. mg. gr. mg. mg. 
Puberty General 100 iss ul 1/6 75 0.43 1/150 
to 60 Regional 200 iii 16 1/4 100 0.43 1/150 
60-75 General and 75 and 0.43 1/150 
Regional 50 3/4 100 0.43 1/150 
75-plus General 50 0.3 1/200 
Regional 50 3/4 75 0.3 1/200 


Age is physiologic age. 

Barbiturate by mouth given 2 hours preoperatively. 

Injected materials given 1 hour preoperatively. 

Scopolamine may be used for atropine in puberty to 60 year group. 
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dissolved and absorbed until it trickled 
through into the alkaline medium of the small 
intestine. By this time the patient was back 
on the ward, had “reacted” and was relatively 
deserted by nurses who had turned to other 
patients. Now residual Pentothal, the near 
maximal effect of morphine, and the increas- 
ing action of Nembutal combined their ef- 
fects on the vasomotor center to relax blood 
vessels. The patient went into shock. Her 
skin was cold and clammy, the pulse thready, 
the pressure low, and the sensorium clouded 
when she was found by the nurses. This was 
truly vasomotor shock and responded to vaso- 
pressor drugs for support until the sedation 
wore off. 

In figure 2 is illustrated the more rational 
way of administering the same premedication. 
The barbiturate given at least 2 hours pre- 
operatively passes through the stomach and 
is dissolved in, and absorbed from the alkaline 
medium of the small intestine to reach maxi- 
mal effect before time to start anesthesia. 
Morphine and atropine given one hour pre- 
operatively also reach full effect before anes- 
thesia because their onset, not having to pass 
the intestinal barrier, is more rapid. Light 
anesthesia can now be superimposed upon this 
background of sedation without fear of hid- 
den effects. 


In our philosophy of premedication the bar- 
biturate should be given rather “too early” 
than “too late.” It is of special use to carry 
the later cases of the day through that period 
of expectant and often impatient waiting for 
the preceding operation to be finished. If a 
prior operation is shortened or is cancelled 
and the barbiturate has not been given, it 
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should be omitted and the narcotic and 
atropine given intravenously slowly and in 
dilute form. 


Patients Who Are Poor Operative Risks 


Those of you who are working with patients 
afflicted with carcinomas of the mouth, 
tongue, larynx and esophagus will occasionally 
be faced with the problem of the malnour- 
ished and “toxic” patient who may be in 
“chronic shock,’ a state of lowered blood 
volume precariously compensated by a con- 
stricted peripheral vascular field so as to con- 
serve blood for circulation through vital body 
areas. A history of abrupt weight loss in a 
person with an unexpectedly high or even a 
normal hemoglobin or hematocrit should 
raise one’s suspicions. A lowered hematocrit 
after rehydration or a transfusion which fails 
to increase the percentage of hemoglobin con- 
firms the suspicion and is indication for more 
transfusions until the vascular tree is filled 
and the hematocrit responds by a normal rise 
of 3 to 5 percentage points after a unit of 
blood has been given. 


Patients with reduced blood volumes with- 
stand general anesthesia and operative pro- 
cedures poorly. Even diagnostic procedures 
under local anesthesia are hazardous and 
events attributed to reactions to local anes- 
thesia may be the manifestations of relative 
overdoses of local agents in a reduced fluid 
medium. Patients with reduced blood vol- 
umes do better if they can be transfused even 
before one proceeds to examine with laryngo- 
scope, bronchoscope or esophagoscope. 


Postoperative Management 


You will recall in figure 2 that when the 
operation was over, even though the patient 
was reacting and might complain of pain, 
there was still a backlog of subthreshold 
amounts of premedication and anesthetic 
agent left in the patient’s body. In our re- 
covery room our supervisory nurse is given 
authority to give first doses of narcotics in 
divided portions. Often absurdly small doses 
of Demerol or morphine (for instance 25 mg. 
of Demerol or 3 to 5 mg. of morphine) are 
adequate in the presence of residual anesthetic 
to relieve the postoperative discomfort of the 
waking patient. This dose, or a slightly larger 
one may be repeated within one-half to two 
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hours. Thus the principle of “titration” of 
the patient, which is the essence of anesthetic 
art, is carried on into the postanesthesia peri- 
od. Periods of overdepression of respiration 
and circulation with cyanosis and appearance 
of coma and shock, which one sometimes sees 
when conventional doses of narcotic are given 
after anesthesia, are avoided. Respiratory vol- 
ume may actually be improved when pain is 
relieved by small doses of narcotic. When 
anesthetic and premedicant agents have been 
excreted or detoxified the patient may again 
be given average doses of narcotic. 


We have frequently been asked about the 
use of dimenhydrinate (Dramamine), and 
chlorpromazine (Thorazine), as prophylactic 
agents in the prevention of postoperative nau- 
sea and vomiting. We have not felt that every 
patient should be burdened with this added 
medication, but that such medicaments should 
be reserved for susceptible patients known to 
be easily nauseated by drugs, or for patients 
undergoing operations known to produce a 
high instance of postoperative nausea, or in 
which postoperative straining is most undesir- 
able. Operations on extra-ocular muscles 
have, in our experience, been followed by 
more than the usual amount of nausea. Anti- 
emetic drugs are best given intramuscularly 
one-half hour before the end of the operation. 
Care must be taken to support blood pressure 
and guard against overdoses of sedative drugs 
after Thorazine has been given. 


It has been our habit in anesthesia for frac- 
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tures of the jaw to provide an airway for the 
patient by inserting a nasotracheal tube un- 
der topical anesthesia prior to induction of 
anesthesia. Because of the limited oral mo- 
tion, particularly in mandibular fractures, 
such an endotracheal tube may be left in 
place postoperatively in the recovery room, 
where the patient is carefully watched, until 
he indicates his reflex ability to handle his 
own airway adequately. 


The tube is then removed with care to 
immediately re-oxygenate the patient. Any 
patient needs oxygen after reflex apnea caused 
by manipulations in the trachea or pharynx. 


In operations about the mouth and throat, 
if there is any question of collapse of the 
trachea or impingement of dressings upon the 
airway, an elective temporary tracheotomy is 
made. If, in any other postoperative patient, 
a question arises whether a tracheotomy is in- 
dicated, because of obstruction of the airway 
by edema or secretions requiring frequent 
suctioning, our policy is to consult the nose 
and throat specialist early. Our consultants 
usually agree that the time to perform a 
tracheotomy is when its need is first con- 
sidered probable. It can then be an operation 
of election. 
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Ulcers in the Stomach 


Opportunities occasionally offer themselves of observing ulcers of the stomach. 
These sometimes resemble common ulcers in any other part of the body, but frequently 
they have a peculiar appearance. Many of them are hardly surrounded with any 
inflammation, nor have they irregular eroded edges as ulcers have generally, nor is 
there any particular diseases alteration in the structure of the stomach in the neigh- 
borhood. They appear very much as if, some little time before, a part had been cut 
out from the stomach with a knife, and the edges had healed, so as to present an 
uniform smooth boundary round the excavation which has been made. These ulcers 
sometimes destroy only a portion of the coats of the stomach at some one part, and at 
other times destroy them entirely. When a portion of the coats is destroyed entirely 
there is sometimes a thin appearance of the stomach surrounding the hole, which has 
a smooth surface, and depends on the progress of the ulceration. At other times the 
stomach is a little thickened surrounding the hole; and at other times still, it seems to 


have the common natural structure. 


—From The Morbid Anatomy of Some of the Most Important Parts of the Human 
Body, by Matthew Ballie, London, 1793. 
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Resection 
For Reticulum Cell Sarcoma 


of the Manubrium Sterni 


JAMES W. FOUCHE, M.D., and BARNEY L. FREEMAN, JR., M.D., 


Columbia, S. C. 


RETICULUM CELL sarcoma of bone was estab- 
lished as entity, in 1939, by Parker and 
Jackson! who reported 17 cases. 


In 1950, Coley, Higinbotham and Groes- 
beck? reported a series of 37 patients with 
histologically proved reticulum cell sarcoma 
primary in bone. 

In 1952, McCormack, Ivins, Dahlin, and 
Johnson* reported 32 such cases in which 25 
were proved primary reticulum cell sarcoma. 
In 1953, Ivins and Dahlin‘ reported a total 
of 49 cases which included the 32 cases re- 
ported in 1952. Treatment in these cases 
varied from amputation to simple excision, 
administration of Coley’s toxins and roentgen 
or radium therapy. In many cases combina- 
tions of treatment were used. Most frequently 
employed was that of amputation with sub- 
sequent x-ray therapy. It was stated that no 
one method of treatment could be un- 
equivocally recommended, however, at that 
time amputation or radical excision followed 
by x-ray therapy locally and to the regional 
lymph nodes was advised. In addition Coley’s 
toxins were also administered. It appears that 
the prognosis in cases of reticulum cell sar- 
coma of bone is better than in most other 
primary malignant bone tumors. 

In 1954, Francis, Higinbotham and Coley® 
summarized 44 cases of this tumor and recom- 
mended the use of irradiation and Coley’s 
toxins as treatment. Amputation was reserved 
for complications. The criteria for diagnosis 
of primary reticulum cell sarcoma of bone 
as described by Coley and associates is as 
follows: (1) a primary focus in a single bone 
is present clinically on admission; (2) un- 
equivocal histologic proof from the bone 
lesion not from a metastatic area; and (3) 
metastases present on admission only if re- 


gional, or if the onset of symptoms of the 
primary tumor preceded the period of metas- 
tases at least by six months. 


The radiographic appearance is that of a 
destructive bone lesion and is not typical. 


Pathologic study reveals the presence of 
reticulum cells which appear generally larger 
than lymphocytes with an indented or lobu- 
lated nucleus. The chromatin is coarse and 
one or more nucleoli usually are seen. The 
cells usually arrange themselves in an alveolar 
pattern or in small clusters and the connective 
tissue is readily seen. Some of the tumors 
contain many lymphocytes and must not be 
confused with inflammatory reactions. 


The following is a case report of reticulum 
cell sarcoma of the manubrium sterni which 
met all of the criteria. This tumor was treated 
by total excision of the manubrium without 
administration of x-ray therapy or Coley’s 
toxins. There has been no recurrence or evi- 
dence of metastasis in over a year. The pa- 
tient carries on his usual occupation of farm- 
ing and generally is in good health. The re- 
moval of the sternal attachment of the clavicles 
has caused no interference with functions 
of the shoulder girdle and the only com- 
plaints are those of occasional soreness at the 
site of operation following heavy work. The 
symptoms have not been severe enough to 
consider resection of the clavicles. 

J. W., (No. 81238, Columbia Hospital), a 51 year 
old white man was admitted to the hospital on 


October 16, 1953, with a chief complaint of pain in 
the upper anterior chest. 


The patient stated that he had had mild pain in 
the anterior chest at intervals for about two years, 
and that he had noticed a small nodule over the 
upper sternum about one year prior to admission. 
More recently the pain had become more severe and 
the nodule had increased in size. The family history, 
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past history, and review of the systems were non- 
contributory. ‘There was no history of any previous 
illness, operations or any hospital admissions. 


Physical examination revealed a well developed and 
nourished adult, white man, not apparently ill. There 
were no abnormal physical findings except for a 
hard, fixed mass about 2 cm. in diameter palpable 
over the manubrium. The skin over the nodule was 
freely movable. The blood pressure was 140/90. Labo- 
ratory studies were as follows: red blood count 
42,000,000; hemoglobin 15.7 Gm.; white blood count 
5,600; the differential seg. 74 per cent; lymph. 19 
per cent; mono. 8 per cent; urine negative. Blood 
chemical studies showed: acid phosphatase 3.6 and 
alkaline phosphatase 1.9 units; phosphorus 3.0; urea 
nitrogen 19.4; urea 41.5 and glucose 113 mg. per 
100 cc. X-ray studies of the sternum showed a de- 
structive process involving the manubrium of the 
sternum, which was considered to be due to neoplastic 
disease (Fig. 1). 

Operation was done on October 21, 1953, with com- 
plete resection of the manubrium including a small 
portion of the body of the sternum and the adjacent 
first and second ribs. At operation there was no gross 
evidence of extension of the process beyond the con- 
fines of the resected portion of the sternum. 


The patient made a satisfactory recovery from the 
operative procedure and was discharged from the 
hospital on November 7, 1953. 

Routine follow-up examination was done two years 
following the operation and revealed the patient to 
be in excellent condition. There was no clinical or 
x-ray evidence of recurrence of the malignancy as 


FIG. 1 


Oblique view of manubrium sterni showing lesion. 
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FIG. 2 


Radiologic appearance of lesion following surgical excision. 


of October, 1955. The patient maintained his average 
weight of about 200 pounds and was carrying on his 
usual occupation of farming. 


Pathologic Report. The entire upper manubrial 
portion of the sternum was received. In the center 
of this piece of bone there was a tumor, somewhat 
irregular in outline, and causing destruction of bone 
(Fig. 2). On the posterior surface of the manubrium 
the area of the tumor growth was not particularly 
noticeable although there did appear to be some 
slight thickening of the periosteum. On the anterior 
surface, almost directly in the center of the bone, was 
an oval shaped raised elevation measuring 2.5 cm. 
in diameter and 1.25 cm. in height. Over this eleva- 
tion the periosteum appeared to be slightly thinned 
out but there did not appear to be any rupture or 
perforation of the periosteal covering. Gross sections 
of the tumor reveal a pearly white shiny looking 
tissue which was firm in consistency and moderately 
friable. 

Microscopic sections of the tumor showed it to be 
malignant. It appeared to originate from the reticulum 
cells of the marrow of the bone structure itself. It 
closely resembled a reticulum cell sarcoma originating 
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from lymphoid tissue. The tumor was a moderately 
cellular one, the cells showing a fair bit of irregu- 
larity as to size, shape and nuclear structure. The 
great majority of the cells were oval to rounded in 
shape and averaged two to four times the size of a 
normal lymphocyte. The nuclei were irregular in 
outline, showing moderate vesiculation and some 
chromaffin fragmentation. Mitotic figures were fairly 
numerous and quite immature in their development. 
A fair number of quite large cells were noted here 
and there containing multiple nuclei or a large multi- 
lobulated nucleus. Occasional rounded cells with 
round nuclei and a thin rim of reddish staining 
cytoplasm were noted; they bore a close resemblance 
to a plasma cell. The tumor cells were supported in 
some areas by frank fibrous tissue while in other areas 
there appeared to be a supporting background of 
faintly granular, non-cellular collagenous material. 
The larger blood vessels were well developed but a 
fair number of young capillaries were seen here and 
there. 


Diagnosis. Reticulum cell sarcoma of bone (man- 
ubrium sterni). 
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Summary 


(1) A case of reticulum cell sarcoma of the 
manubrium sterni treated by total excision 
alone has been presented. 

(2) Radical resection alone in this case has 
given a two year cure without any evidence 
of recurrence or metastasis. The patient con- 
tinues in excellent general health. 


(3) Resection of the manubrium sterni 
causes very little functional disability. 
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Prevention of Recurrent Rheumatic 
Fever: The Use of Repository Benzathine Penicillin G* 


ANTONI M. DIEHL, M.D., TOM R. HAMILTON, M.D., and 


JOHN S. MAY, BS.,t Kansas City, Kan. 


Here is an excellent demonstration of the practicality of controlling hemolytic 
streptococcal infections by the prophylactic use of penicillin at monthly intervals. 


THE INCIDENCE OF SUBSEQUENT ATTACKS of 
rheumatic fever can be markedly lowered by 
the administration of an antibiotic or chemo- 
therapeutic agent which gives continuous pro- 
tection against recurrent infections produced 
by the beta hemolytic streptococci of Lance- 
field group A. There continues to be doubt, 
however, concerning the drug of choice, its 


*Read before the Section on Public Health, Southern Medi- 
cal Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 

¢From the Departments of Pediatrics and Medical Micro- 
biology of the University of Kansas School of Medicine, Kansas 
City, Kan., and the Children’s Convalescent Center, Kansas 
City, Mo 

This investigation was aided in part by research grants 
from the Kansas City Missouri and Kaw Valley Heart As- 
sociations. Laboratory support of the Department of Medical 
Microbiology was made possible, in part, by contract with the 
Office of Naval Research and by a research grant from the 
National Heart Institute of the U. S. Public Health Service. 


dosage and route of administration. Subse- 
quent to Stollerman’s report,! a program de- 
signed to prevent streptococcic disease in 
rheumatic subjects was initiated in February, 
1953, at the Children’s Convalescent Center.* 
The present study is concerned with the re- 
sults obtained by administering 1.2 million 
units of benzathine penicillin G intramuscu- 
larly every 28 days to 118 children with rheu- 
matic fever for periods varying from 6 to 32 
months. 


Methods of Study 


All children included in this series had acute 
rheumatic fever, having fulfilled the diagnos- 
tic criteria of Jones, either as personally ob- 
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TABLE 1 
ACTIVE RHEUMATIC FEVER WHEN PROPHYLAXIS WAS BEGUN, 
WITHOUT RESIDUAL HEART DISEASE AT END OF STUDY 
Name A.C.* Chorea Race Sex -No.** Total 
Periods Positive Group A 

TA. + _— il Ww M 34 34 Neg. 1 1 

B.B. + _ 11 Ww F 33 31 Neg. 0 -- 

R.B. 8 Ww M 30 28 Neg. 0 

S.C. + _ 12 Ww F 33 33 None 0 _ 

D.C. +- _ 7 Ww M 28 $2. Neg. 2 2 

cc. _ ~- 5 Ww F 31 33 None 4 Not grouped 
P.C. _ _ ll Ww F 22 26 None 0 _ 

J.D. + _ 7 Ww M 31 $2 Neg. 2 1 

jE. + 7 Ww M 34 82 None 0 — 

G.F, - _ 12 Ww F 14 18 Neg. 0 — 

BJ. 11 Ww F 29 31 None 0 

+ 12 N F 24 25 None 0 

E.K. 9 Ww F 19 19 Neg. 0 

N.M. - os 15 N F 30 34 Neg. 3 Not grouped 
C.M, + + 12 N M 9 10 Pos. 0 _ 

M.P. 9 Ww M ll ll None 0 

RS. 5 Ww F 18 10 Neg. 0 

PS. _— -- 8 Ww F 18 22 Neg. 1 1 

D.S. 15 Ww F 32 33 None 0 

CT. _ 12 N F 18 19 Neg. 0 

12 Ww F 9 1l Neg. 0 

B.T. 9 Ww M 29 29 Neg. 0 

D.T. _ _— 13 Ww M 16 17 Neg. 0 — 

B.V. — 9 Ww M 31 30 Neg. 0 — 

jv. 9 Ww M 17 19 Pos. 0 

pW. — —_ 9 Ww F 30 27 None 1 Not grouped 
Totals 26 13 630 646 14 5 


*Active carditis when BPG started 
**Four week periods on benzathine penicillin G 


served or by history. Benzathine penicillin G, 
1.2 million units in a volume of 2 cc. was 
given by intramuscular injection every 28 days 
in the upper outer quadrant of the gluteal 
region utilizing a disposable syringe.* Just 
prior to its administration nose and throat 
swabs were obtained and both swabs were 
placed together in a tube of Pike’s medium 
base* (containing sodium azide-crystal violet 
enrichment broth), to be cultured subsequent- 
ly on blood agar plates. Cultures were also 
obtained whenever possible during acute re- 
spiratory infections with fever or sore throats. 
When beta hemolytic streptococci were found 
on preliminary observation of the blood agar 
plates, a follow-up culture was secured within 
48 hours after the benzathine penicillin G in- 
jection. Whenever beta hemolytic streptococci 
were encountered, Lancefield grouping® was 
carried out and confirmed at the Communi- 
cable Disease Center at Chamblee, Georgia, 
where the group A organisms were typed,® if 
possible. This routine was established after 


*The benzathine penicillin G used in this study was sup- 
plied by Dr. Edward F. Roberts, Director of Clinical Investi- 
gation, Wyeth Laboratories, Philadelphia, Pa. 


several months of preliminary study early in 
the program. Also, just prior to each injec- 
tion, venous blood specimens were drawn for 
the determination of antistreptolysin 0 titer, 
which was made by a modification of Todd's 
method.? Laboratory tests designed to esti- 
mate clinical activity were completed on blood 
drawn at the same venipuncture. . Reports of 
these’! and other simultaneous observations 
on siblings is being prepared for publication 
elsewhere.® An additional group of 23 chil- 
dren with active or inactive rheumatic fever 
were observed, but they have been omitted 
from the study because the period of prophy- 
laxis was considered too short. 


Results 

One hundred and eighteen children be- 
tween the ages of 4 and 19 years have been in- 
cluded in this study, having been followed for 
at least 6 months during a period of 32 
months, from February 1, 1953, to October 1, 
1955. One hundred and eleven families were 
in the study group, in which there have been 
as many as four rheumatic children in a 
single family. 
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TABLE 2 
ACTIVE RHEUMATIC FEVER WHEN PROPHYLAXIS WAS BEGUN, 
WITH RESIDUAL HEART DISEASE 

; . Age at No.** Cultures for Beta Hemolytic Streptococci 
Name ~ Chorea Race Sex Periods Total Initia 

S.A AR MR + 15 Ww F 19 7 None 0 _ 

F.B MR MS — 10 WwW F 29 31 Neg. 0 —_ 

L.C, AR MR — 8 Ww M 27 9 Neg. 0 - 

P.C. MR MS — 16 Ww F 12 14 Neg. 0 _— 

C.Ch. MR 9 Ww F 24 24 None 0 

F.C. AR -- 17 Ww M 28 21 Neg. 0 _ 

G.C MR a 15 Ww F 27 16 Neg. 0 _ 

D.C. MR oe 13 Ww F 33 10 Neg. 0 _ 

C.Co. MR -— 11 Ww M 33 . 35 Neg. 2 1 

M.D. MR a 8 N F 33 34 Neg. 1 Not grouped 
$.D. MR AR AS oa 6 Ww M 23 12 None 0 — 

J.D. MR MS ll F 16 17 Neg. 0 

S.F. MR AR — 14 Ww F 17 9 Neg. 0 — 

H.H. AR MR MS ~s 15 N M 27 27 None 1 1 

B.J. AR MR — 12 WwW F 11 14 Neg. 0 _— 

P.M. MR AR — 10 Ww M 33 34 None 2 Not grouped 
K.M MR — 14 Ww F 24 25 None 0 _- 

M.M. AR MR o 14 w M 6 6 Neg. 0 _ 

D.M, MR MS _ 8 N F 33 35 Neg. 0 — 

S.0. MR MS — 12 Ww F 27 29 Neg. 0 _— 

J.Pe. MR = 12 Ww F 27 28 Neg. 0 _— 

M.P. MR — 11 Ww F 19 20 Neg. 0 _— 

J.Pr. MR MS — 10 Ww F 33 33 Neg. 1 Not grouped 
C.R MR —_ 15 Ww M 12 9 Pos. 0 0 

N.R. MR AR —- 9 N M 33 34 Neg. 0 —_ 

D.Sm. MR _— 8 Ww F 7 8 None 0 — 

LS. MR MS _ 16 Ww F $1 33 None 2 Not grouped 
D.St. MR N F 31 $2 Neg. 0 

S.We MR + 13 Ww F 15 16 Neg. 0 _ 

C.w. AS MR MS — 15 N M 34 35 Neg. 0 _ 

S.Wy. MR _ 15 Ww F 6 + Neg. 0 _ 

Totals 31 730 661 9 2 


*Residual heart disease 

AR—Aortic regurgitation MS—-Mitral stenosis 
MR—Mitral regurgitation AS—Aortic stenosis 

**Four week periods on benzathine penicillin G 


The median age was 12 years. Seventy-six of 
the 118 children were girls and 42 were boys; 
there were 95 white children, 22 Negro, and 
1 Indian girl. The group for this study was 
followed for a total of 2,923 patient months, or 
an average of 24.8 months per patient, assum- 
ing each 28 day period is a “month.” No re- 
current episodes of rheumatic fever occurred. 


The 118 children were divided into two 
main groups, those with active rheumatic in- 
fection when the prophylaxis was started 
(Tables 1 and 2) and those without signs of 
activity (Tables 3 and 4). Each main group 
was subdivided into two groups, those with 
residual heart disease at the end of the study 
(Tables 2 and 4) and those without heart 
damage (Tables 1 and 3). There were about 
an equal number of children in each of the 
four subgroups. Thirteen of the 26 children 
of table 1 had active carditis when prophy- 


lactic therapy was begun, but had normal 
hearts at the end of the study. None of the 
30 patients in table 3, who were in an inactive 
phase at the beginning of prophylaxis, de- 
veloped rheumatic heart disease during their 
course of prophylaxis. 


Cultures for Beta Hemolytic Streptococci 


A total of 2,817 cultures for beta hemolytic 
streptococci were secured from the patients 
during a period of 32 months. Seventy-nine 
cultures were obtained just prior to the initial 
injection of benzathine penicillin G. It is not 
surprising that only five of the latter were 
positive, since most patients had been on some 
other form of prophylactic agent previously, 
or had just completed a therapeutic course of 
penicillin. The remaining 2,738 cultures were 
obtained at the end of each 28-day period or 
during suspected streptococcal respiratory in- 
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fections, except for the follow-up swabs sub- 
sequent to previous positive beta hemolytic 
streptococcic cultures. These cultures were 
positive for streptococcus pyogenes on only 49 
instances, of which 13 were proven Lancefield 
group A (Tables 1, 2, 3 and 4). This represents 
1.8 per cent positive cultures for beta hemolyt- 
ic streptococci from the children on this 
prophylactic program. In only five instances 
were the follow-up cultures positive. This cor- 
roborates the observation of Breese!! and 
Chamovitz?? that a single injection of 600,000 
to 1,200,000 units of benzathine penicillin G 
is usually sufficient to eradicate the acute 
streptococcic infection or the carrier state. 
However, in one patient organisms persisted 
for 11 days following the 1.2 million units of 
intramuscular benzathine penicillin G and un- 
til procaine penicillin augmented that injec- 
tion of antibiotic. Another positive culture 
was obtained in the same patient the follow- 
ing month, but it was irradicated by the 
routine monthly injection. 
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Antibody Response 


All antistreptolysin 0 titers are recorded in 
figure 1, demonstrating the falls in median 
titer when the titer is plotted against time 
after beginning the prophylactic agent. Most 
of the initial high titers are probably due to 
the previous antecedent streptococcic infection 
prior to benzathine penicillin prophylaxis. 
Figures 2 and 3 respectively show the scatter 
and median titer curves in patients whose dis- 
ease was active at the time prophylaxis was 
initiated and those in whom the rheumatic 
process was quiescent. The antistreptolysin 0 
titer reached a median base line of 100 units 
in figure 2 at 17 months and at 50 units in 
figure 3 at 9 months after beginning the pro- 
phylactic agent. It will be noted in figure 2 
that the antibody titer base line established 
for the patients with residual rheumatic heart 
disease is lower than in those whose hearts 
were normal (50 units, as compared to 100 
units). The reason for this is not apparent at 


TABLE 3 


INACTIVE RHEUMATIC FEVER WHEN PROPHYLAXIS WAS BEGUN, 
WITHOUT RESIDUAL HEART DISEASE AT END OF STUDY 


Chorea okey Color 
15 
6 
15 
6 
18 
15 
18 
5 
18 
7 
4 
13 
9 
13 
14 
10 
7 
12 
14 


Totals 30 


*Four week periods on benzathine penicillin G 


No.* > Cultures 

Sex periods Total Initial 

F 18 14 Neg. 0 _ 

M 19 20 None 0 _ 

F 32 * $2 None 1 1 

F 26 26 None 0 _ 

F 16 17 Neg 0 — 

F 33 28 Neg. 3 2 

M 33 34 Neg. 1 1 

F 33 34 None 1 Not grouped 
F 33 32 None 0 _ 

F $2 $2 Neg. 0 _- 

M 33 33 None 1 Not grouped 
F 34 32 None 0 

F 30 31 Neg. 1 Not grouped 
F 31 29 Neg. 1 Not grouped 
M 33 35 Neg. 0 oa 

M 33 33 Neg 1 Not grouped 
M 33 37 Neg. 0 a 

F 19 19 None 0 -- 

M 33 32 Neg. 0 ae 

F 24 24 None 0 a 

F 17 19 None 0 os 

M 33 $2 None 0 — 

F 34 34 None 0 — 

M $2 33 Neg. 0 _ 

M 8 15 Pos. 3 Not grouped 
M 34 32 None 0 — 

F 33 35 Neg. 0 a 

M 33 34 Neg. 0 = 

F 18 19 Neg. 0 _ 

F 33 35 Neg. 2 Not grouped 

848 862 15 4 


Name 
12 
9 
8 
15 
9 
13 
12 
13 
11 
12 
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TABLE 4 
INACTIVE RHEUMATIC FEVER WHEN PROPHYLAXIS WAS BEGUN, 
WITH RESIDUAL HEART DISEASE AT END OF STUDY 
Cultures 

M.B. MS — 13 Ww F 34 34 Neg. 2 1 

C.B. MR = 14 N M 32 33 Neg. 1 Not grouped 
j.B. AR -- 17 Ww M 26 4 None 0 _ 

D.C. AR = 18 w F 28 12 Neg. 0 == 

J.C. MR 7 F 13 14 Neg. 0 

J.Fa. MR _ 9 N F 6 7 Neg. 0 ~~ 

J.Fe. MR _— 15 N F 31 34 None 4 1 Group A 

rest not grouped 

M.F. AR AS MR MS + 18 Ww F 18 I4 Neg. 0 _— 

D.G. AR — 10 Ww M 23 22 None 0 _ 

P.G. MR 12 Ww F 13 14 Neg. 0 

J.H. AR MR — 12 Ww M 13 13 Neg. 0 _— 

C.J. MR MS -- 1 N F 28 30 Neg. 0 _— 

D.J. MR MS - 16 w F 19 19 Neg. 0 _ 

B.K. AR MR — 14 Ww F 21 24 Neg. 0 _ 

at. MR AR ~- 17 w M 12 13 Neg. 0 - 

S.Mc. MR MS — 9 Ww F 33 33 None 1 Not grouped 
M.M. MR MS _ 9 N F 28 28 Neg. 0 a 

J.M. MR 14 Ww F 12 Neg. 0 

S.Mi. MR AR - ll N F 22 23 None 0 _ 

M.N. MR 14 F 23 24 None 0 

P.R. AR MR MS — 14 Ww M 3 36 Pos. 1 Not grouped 
D.R. MR -- 8 w F 21 22 None 0 _ 

M.S. MR — 15 w F 33 33 None 0 _ 

O.S. MR AR AS — 19 w M $4 35 Neg. 1 Not grouped 
N.S. MR MS — 8 Ww F 16 6 Neg. 0 — 

R.T. MR MS — 18 N M 19 20 Neg. 0 _— 

W.T, MR _— 8 N F 10 10 Neg. 0 — 

M.W. MR MS — 6 I F 33 11 Neg 0 -- 

C.W. MR oo 8 N F 33 34 Neg. 1 Not grouped 
D.W. MR MS + 11 Ww F 33 27 Neg 0 - 

K.W. AR MR ~- 16 Ww M 21 7 Neg 0 _ 

Totals 31 715 648 11 2 


*Residual heart disease 

AR—Aortic regurgitation AS—Aortic stenosis 
MR—Mitral regurgitation MS—Mitral stenosis 
**Four week periods on benzathine penicillin G 


present; however, the possibility is entertained 
that more vigorous and combined therapy 
may have been responsible for differences in 
these more seriously damaged patients. 


A total of 2,546 antistreptolysin 0 deter- 
minations were made in this study. Rises of 
three or more tubes were considered signif- 
icant;'® a false-positive determination was 
considered to be eliminated when an increased 
level was observed to persist for two or more 
months, or the fall following the rise was 
gradual. Single month changes in antistrep- 
tolysin 0 titer of 2 or 3 tubes or greater (rises 
or falls) were not considered to be reliable 
and were more likely the result of laboratory 
error or fault in handling. A significant anti- 
body rise was observed in seven instances; 
three of these immediately followed initiation 
of the prophylactic regimen. The remaining 


four significant antistreptolysin 0 titer rises 
occurred after the prophylactic agent had been 
used for several months; in no instance was 
this rise preceded by a positive culture one or 
two months before. One patient (T. A. of 
table 1) had a persistence of titer above 500 
units for 11 months. It is of note, in another 
patient (P. Ba. of table 3) who broke the con- 
tinuous prophylaxis for a period of seven 
months, an increase in titer was observed from 
an established level of 50 units to a 500 unit 
level at the time that benzathine penicillin 
treatment was reinstituted. This signifies anti- 
body response to hemolytic streptococcic dis- 
ease in that period without a complicating 
recurrence of rheumatic fever. No positive 
cultures in this group were followed by signif- 
icant antibody response. 
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Reactions to Intramuscular Benzathine tions of benzathine penicillin G in the dosage 
Penicillin G of 1.2 million units were administered. There 
were no serious complications. Minor sensi- 
In this series, 3,041 injections of 1.2 million — 
tivity reactions occurred in three patients, two 
whom are included in this series; the third 
for an average of 25.8 injections per patient. ‘ 
reaction occurred in a patient whose diagnosis, 
An additional 23 rheumatic children have 
Powe y pericarditis of unknown etiology. All three of 
than six months, and therefore they are not : i 
the children had erythematous, macular, pru- 
included in this study. However, they have 
ritic generalized body rashes occurring one to 
received, thus far, 100 injections. Another 
‘ 12 days after the injection; in one, this picture 
group of 12 children with allied disease such 
was associated with polyarthralgia. The pre- 
as acute glomerulonephritis, acute benign ‘ 
ventive regimens were continued and it was 
pericarditis, juvenile rheumatoid arthritis, or h 
ciated with subsequent injections, except in 
tions of benzathine penicillin G to prevent i 
one boy who presented the rash on three 
intercurrent streptococcic infections, or until a ; | age this did 3 
could be established. A final group of 7 chil- 
dren with so-called “pure” Sydenham’s chorea ™anifest as erythema with pruritis, appeared : 
have been on intramuscular benzathine peni- O€ to two days following injection and lasted 4 
cillin G for periods of 2 to 14 months, receiv- one to five days. : 
ing 52 injections. Thus a total of 3,235 injec- Local complaints were not infrequent, par- 
FIG, 1 
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FIG. 2 
ANTISTREPTOLYSIN O TITERS AND MEDIAN CURVES OF PATIENTS tl 
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5 Pp 
pom o----o Patients with NO RESIDUAL HEART DAMAGE - PRHD 
e----@ Potients with RESIDUAL HEART DAMAGE RHD 
5 
‘ x x Combined medians of active rheumatic fever patients 
« a 
= 
z 
t 
a I 
2 


3 5 7 9 13 1S 


19 21 23 25 27 83 


NUMBER OF FOUR-WEEK PERIODS ON BENZATHINE PENICILLIN G PROPHYLAXIS 


ticularly at the initiation of an individual’s 
prophylactic program. When specifically ques- 
tioned, the patients would state that a burn- 
ing sensation, stinging or sharp pain occurred 
during the injection. Some complained of ach- 
ing for periods up to 24 hours and rarely 
there was limping on the affected leg. 


One girl complained unconvincingly of 
backache for four to five days after each in- 
jection. The site of injection was changed to 
the arms without alleviation of symptoms. The 
same reaction, of backache, was provoked 
when a single placebo of sterile water was in- 
jected into the gluteal region at the time her 
injection of benzathine penicillin was due. 
After she was informed of this there was no 
recurrence of symptoms following subsequent 
injections of benzathine penicillin G. Follow- 
ing only one injection of the entire series was 
there a reaction with erythema, induration, 
and local heat. In retrospect, some of the 
material inadvertently had been injected sub- 
cutaneously. Subsidence of pain and physical 


signs occurred within 72 hours without specific 
therapy. In one patient, who received three 
injections elsewhere, there was bitter com- 
plaint of pain, and fever to 102°F. for several 
days following each of the three consecutive 
injections. It was subsequently discovered that 
the benzathine penicillin G had been frozen 
in a refrigerator and administered after thaw- 
ing. 

Of the 118 patients who were studied 107 
still remain on the program. Six were trans- 
ferred to other persons or agencies for care 
and prophylactic guidance. No children have 
been changed to other forms of prophylaxis 
because of pain or inconvenience of the injec- 
tions. Five have been lost to follow-up be- 
cause of lack of cooperation and understand- 
ing on the part of the parents or child. It is 
doubtful in these instances that any type of 
prophylactic program would be successful. 


Discussion 


The prevalence of rheumatic fever is fortu- 


' 
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nately declining. The prompt and adequate 
therapy of acute streptococcic respiratory dis- 
ease is lowering the incidence of this and other 
post-streptococcic complications. Recurrences 
of rheumatic fever can be practically elim- 
inated by a continuous prophylactic program 
with cooperative parents and physicians. In 
spite of these encouraging facts, attacks of 
rheumatic fever will probably continue as long 
as beta hemolytic streptococci of Lancefield 
group A exist. Penicillin has been well demon- 
strated to be the drug of choice in the therapy 
of acute tonsillopharyngitis of streptococcic 
etiology.1-1415 Penicillin thus far seems to be 
the prophylactic agent of choice in preventing 
recurrent streptococcic infections in rheumatic 
subjects, because toxic reactions are few, the 
expense is not prohibitive, and the antibiotic 
is bactericidal for group A streptococci in low 
concentrations. 

In the strictest meaning, the term prophy- 
laxis applies to the prevention of streptococcic 
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infection in individuals who are in an inactive 
phase of the rheumatic state. Broad inter- 
pretation of prophylaxis seems justified since 
it may be equally important to prevent strep- 
tococcic infection in patients during the active 
phase of rheumatic fever as well as in those 
who are quiescent. The ultimate goal is to 
prevent progressive cardiac damage in an in- 
dividual who already has rheumatic heart dis- 
ease and to prevent the conversion to rheumat- 
ic heart disease in those with normal hearts. 


Oral medications have one especially unfor- 
tunate drawback in the uncertainty as to their 
consumption.'* Through lack of thorough ap- 
preciation of importance and true understand- 
ing, certain parents and children will not co- 
operate in oral prophylaxis, thereby mislead- 
ing the physician. The prevention of recur- 
rences of rheumatic fever is of such impor- 
tance that, if doubt arises about the actual 
consumption of an oral prophylactic agent, 
the intramuscular route of administration is 
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to be preferred. This form of prophylaxis has 
the principal advantage in that there is no 
doubt the drug actually entered the body. 
Close follow-up of the rheumatic subject is 
always mandatory, and this becomes a practi- 
cal accomplishment by this route of adminis- 
tration because each 28 days the patient must 
return for the injection. Subtle indications of 
recurrent rheumatic fever can be detected ear- 
lier. The oft-spoken objection to such a pro- 
phylactic method is the discomfort associated 
with the injection. Actually, this is not a 
significant factor as was demonstrated in this 
study. Continuous measurable blood levels of 
penicillin are maintained throughout the four 
week period in the majority (two-thirds) of 
instances when an intramuscular dose of 1.2 
million units of benzathine penicillin G is 
the prophylactic agent.1 This dosage is con- 
sidered adequate for treatment of acute group 
A streptococcic respiratory infections!-!2 as 
well as for eradication of the carrier state. 
Sulfadiazine and oral penicillin preparations, 
in recommended prophylactic dosage, are in- 
capable of accomplishing this end. 

In this study no positive cultures were fol- 
lowed by significant antistreptolysin 0 titer 
rises. This may reflect the efficacy of this type 
of prophylactic program in eradicating the 
organism before a rise in antistreptolysin 0 
titer occurs, or may be due to antibody de- 
pression, since the dosage of benzathine peni- 
cillin G is also therapeutic. The instances of 
significant rise in antibody demonstrates the 
value of determining antistreptolysin 0 titers, 
since it may be the only evidence that the 
apparent well-being of the patient has been 
challenged by group A streptococci. 


Since no attacks of rheumatic fever re- 
curred in this study and few beta hemolytic 
streptococci were cultured from the children 
on prophylactic intramuscular benzathine 
penicillin G, the question arises as to the 
actual exposure of these individuals to group 
A streptococci. To answer this and to control 
the program, a study of siblings in 50 rheu- 
matic families has been carried out, nose and 
throat cultures obtained, antistreptolysin 0 
titers determined, and a group of laboratory 
tests correlated with clinical activity. A sig- 
nificant reduction in group A streptococci and 
suppression of antistreptolysin titers was ob- 
served among the siblings; these observations 
will be reported elsewhere.® 
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One patient (M.P. of table 1) developed 
frank rheumatic fever with migratory poly. 
arthritis followed by Sydenham’s chorea. He 
had been in the sibling study and was noted 
to have no symptoms and normal activity 
studies 17 days prior to the onset of rheumatic 
activity. No change in antistreptolysin anti- 
body was witnessed, group A streptococci were 
not cultured, but a marked elevation of pro- 
tein-bound polysaccharide (anthrone method) 
was observed with positive C-reactive protein 
and high erythrocyte sedimentation rate. This 
has been the first control sibling, thus far, to 
enter the rheumatic group on a preventive 
regimen. 


Summary and Conclusions 


A prophylactic program to prevent recur- 
rences of rheumatic fever by the use of intra- 
muscular benzathine penicillin G, 1.2 million 
units every 28 days, is presented. One hun- 
dred and eighteen children on this preventive 
regimen were studied for periods of 6 to 32 
months; the patient months totaled 2,923 four- 
week periods of observation. Of 2,817 nose 
and throat cultures, 2,738 were taken after 
initiation of prophylaxis. Of the 49 positive 
cultures for beta hemolytic streptococci, only 
13 were proven to be of Lancefield group A 
type. After base line antistreptolysin 0 titers 
had been established, significant rises were ob- 
served in only four instances; none of these 
was preceded by a positive culture. No serious 
local or systemic toxic reactions were encoun- 
tered from a total of 3,235 injections of 1.2 
million units of benzathine penicillin G, of 
which 3,041 were administered to children in 
this study group. No episodes of recurrent 
rheumatic fever occurred. This experience fur- 
ther augments observations 
of the efficacy of 1.2 million units of benza- 
thine penicillin G every 28 days in preventing 
further attacks of rheumatic fever. 

Until more is known about the pathogene- 
sis of rheumatic fever, the present logical 
approach toward prevention is aimed at 
prompt and adequate therapy of acute strep- 
tococcal infections, and the use of a con- 
tinuous prophylactic agent in individuals who 
have had one or more attacks of rheumatic 
fever. Penicillin is presently the drug of 
choice. Intramuscular benzathine penicillin G 
1.2 million units every 28 days is the surest 
and oftentimes the most practical prophylactic 
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method to prevent recurrences of rheumatic 
fever. 
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Discussion (Abstract) 


Dr. Arild E. Hansen, Galveston, Tex. This is, in- 
deed, a unique pleasure to have the opportunity to 
open the discussion on the fine presentation by Dr. 
Diehl. In the early days of prophylactic programs for 
rheumatic fever I had under my wing, so to speak, 
some of our speaker's friends. Hence, to see that some- 
one is furthering work on a project which has been 
dear to my heart gives me an extra boost. Certainly, 
one may say that the data presented lend support to 
the outstanding advantage of parenteral therapy in the 
prevention of recurrences of rheumatic fever. The find- 
ing that no attacks of acute disease developed during 
almost 3,000 lunar months of observation among 118 
subjects who were especially liable to acute attacks 
speaks for itself. The obvious point is that if you, the 
physician, administer the proper medication to your 
patient, protection is complete. To rely upon oral 
medication wherein the patients themselves or their 
families are responsible brings into play that forever 
intangible factor of the human equation or one might 
say, embracing too much faith in human responsibility. 
The proof of the effectiveness of this regimen is ap- 
parent from the low incidence of group A hemolytic 
streptococci grown from the nose and throat as well as 
the trends in the antistreptolysin 0 titers. 

Gratifying, indeed, are the observations regarding skin 
eruptions during penicillin administration. Particularly 
significant is the fact that two subjects with generalized 
erythematous eruption with pruritis had no serious 
complications in spite of the continuous administration 
of the drug. One problem which remains to be of con- 
cern with children is that “it hurts.” This sometimes 
tends to discourage parents from dragging the reluc- 
tant child to the physician for “that shot.” Dr. Diehl 
stated even the pain to some degree may represent the 
psychologic rejection to an injection. Of course, the 
ultimate objective of prophylaxis of this type is akin 
to the ultimate hope of the diabetic patient namely, 
to obtain the insulin effect without the need of an 
injection. This may well remain in the field of wish- 
ful thinking. Whether or not some of the families may 
be depended upon to use oral medications for the pre- 
vention of recurrences of rheumatic fever must depend 
upon the judgment of the physician. When in doubt, 
inject, is an appropriate motto today. Naturally, in a 
disorder with such a great potentiality to cripple or 
kill, the problem becomes the concern of us all. 


For a physician to perform his full function, to carry 
out his professional obligations, he should take nose 
and throat cultures more often in order to ferret out 
the “strep throat” patients and the carriers. To accom- 
plish this physicians must band together to make it 
more simple and easy to detect those subjects who 
harbor beta hemolytic streptococci. When many more 
cultures are taken either in the office, the hospital, or 
the outside laboratory the potential rheumatic victim 
can be discovered early. Adequate penicillin therapy 
will reduce the likelihood of that first attack of rheu- 
matic fever even more. This disease could become a 
disease of historical interest if, we as physicians, treated 
our streptococcal subjects with the same degree of 
alertness, skill and perseverance as Dr. Diehl and his 
colleagues have done in their patients as reported in 
this practical presentation. 
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Topical ‘Treatment of Dermatoses 


with Steroids* 


RAYMOND C. V. ROBINSON, M.D., and 
HARRY M. ROBINSON, JR., M.D.,f Baltimore, Md. 


An extensive study of a number of steroid preparations points the way to their 


rational use in the local treatment of skin diseases. 


THE COMPLEX CHEMICAL STRUCTURE of corti- 
sone lends itself admirably to an almost infi- 
nite number of related compounds, many of 
which have been shown to possess therapeutic 
activity when applied locally, but few being 
of sufficient value to justify synthesis on a 
commercial basis. 

Pharmaceutical manufacturing firms have 
incorporated the steroids in a variety of oint- 
ments, creams and lotions, alone and in com- 
bination with antibiotics or other substances. 
Claims for the virtues of individual products 
vary from conservative, factual evidence to 
exaggerated statements based on inadequate 
investigative studies. The authors have stud- 
ied the effects of 36 steroid preparations on 
4,217 patients and present these data in an 
effort to dispel some of the misconceptions 
concerning these drugs and aid the practi- 
tioner in choosing that compound which best 
suits his patient’s needs. 


The data collected in this study are so com- 
plex it was decided to present them in sec- 
tions, discussing the pharmacology of each 
steroid briefly, the effect of the media in 
which the steroids were suspended, limita- 
tions of local steroid therapy, combinations 
with other substances, including steroid-anti- 
biotic preparations and, finally, recommenda- 
tions based on the experience obtained with 
this large series of patients. 


Steroids 


ACTH. Topical preparations of adrenocor- 
ticotrophic hormone were not used in this 
study and therefore will not be discussed. 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Forty-Ninth Annual Meeting, 
Houston, Tex., November 14- 17, 1955. 


tFrom the Division of Dermatology, Department of Medi- 


cine of the University of Maryland School of Medicine, and 
the Division of Dermatol the Boggs Medical Service of 
the Baltimore City Hospitals, “Baltimore Md. 


Cortisone. When applied locally in the form 
of an ointment or cream to inflammatory 
allergic dermatoses, cortisone (Fig. 1) has no 
demonstrable therapeutic activity. Since, 
however, it is the parent compound from 
which all the topically active steroids are de- 
rived, the chemical structure is important. 

Hydrocortisone. When a hydroxy radical is 
inserted in the cortisone formula (Fig. 2) the 
resultant compound has a consistently bene- 
ficial effect on selected dermatoses in concen- 
trations of 1 per cent or greater. Its value 
has been proven in many publications.1* It 
is available commercially as preparations of 
hydrocortisone free alcohol and hydrocorti- 
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sone acetate. There is no demonstrable differ- 
ence in the therapeutic activity of the two 
compounds when applied locally. 

Until recently there was no evidence of 
percutaneous absorption of hydrocortisone, 
although it had been observed! that involved 
areas distant from the site of application had 
a tendency to improve. Lerner? showed that 
application of hydrocortisone in a lotion base 
caused suppression of the melanocyte stimu- 
lating hormone. 

Fludrocortisone. When a fluorine atom is 
inserted in the 9-alpha position of the hydro- 
cortisone formula (Fig. 3), topical therapeutic 
activity is increased at least tenfold. The drug 
is not recommended for systemic use in der- 
matoses because of its profound effect on 
electrolyte balance, but it has proven valua- 
ble®1° when applied locally in suitable ve- 
hicles in concentrations of 0.1 per cent or 
greater. 

Livingood"! stated that systemic absorption 
of topically applied fludrocortisone makes it 
potentially dangerous, but studies conducted 
by the authors!2 indicate that this is observed 


only when the preparation is applied to large 
areas for prolonged periods. In this series of 
1,067 patients no serious systemic reactions 
were noted. 

The difference in pharmacologic activity 
between hydrocortisone and fludrocortisone 
is quantitative, not qualitative, the end results 
of treatment being identical. 

Prednisone and Prednisolone. Dehydrogen- 
ation of the cortisone and hydrocortisone 
nuclei at the 1, 2 positions (Fig. 4) increases 
the systemic therapeutic effects at least five- 
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fold and practically eliminates the danger of 
electrolyte imbalance. Prednisone, in this 
study, was relatively ineffective when applied 
topically. Prednisolone, a derivative of hydro- 
cortisone, had a beneficial effect on respon- 
sive dermatoses in concentrations of 0.5 per 
cent or greater, but approximately one-third 
of the patients treated complained that the 
drug was irritating. Recent investigative 
studies with a purified prednisolone ointment 
indicate that the drug may be of value in 
concentrations of 0.5 per cent with little or 
no irritation resulting from application. 

9a Fluoro-Prednisolone. Theoretically, in- 
sertion of a fluorine atom in the 9-alpha posi- 
tion of the prednisolone nucleus should en- 
hance the therapeutic activity significantly. In 
practice, however, the results were incon- 
sistent. 

Other steroids. Hydrocortisone hemisucci- 
nate sodium and hydrocortisone palmitate 
were investigated because of their greater 
solubilities than the free alcohol or acetate. 
Both drugs were shown to possess therapeutic 
efficacy, the minimum effective concentration 
(M.E.C.) of hydrocortisone hemisuccinate so- 
dium being 0.5 per cent. Only 1 per cent and 
0.02 per cent ointments of the palmitate were 
used, the latter being of no value. 

Hydrocortisone tertiary butyl alcohol, in a 
concentration of 0.5 per cent, produced incon- 
sistent results. A similar response was noted 
with 14-hydroxy hydrocortisone, hydrocorti- 
sone diethylamino acetate hydrochloride and 
prednisolone succinate. 


Effect of Pharmaceutical Manipulation on the 
Action of Locally Applied Steroids 


Three major types of preparations are avail- 
able. These are the greasy base ointment 
vehicles, the greaseless base cream vehicles, or 
oil in water liquid emulsion type vehicles. 
The greasy vehicles are usually petrolatum, 
petrolatum-mineral oil, petrolatum-lanolin, or 
plasticized hydrocarbon gel. In earlier publi- 
cations!;5»® we stated that lanolin may cause 
sensitization reactions when used as a vehicle 
for hydrocortisone. Experience indicates that 
the most acceptable greasy vehicles were 
petrolatum-mineral oil combinations or plas- 
ticized hydrocarbon gel. 


The greaseless cream ointment bases are all 
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complex mixtures with the exception of poly- 
ethylene glycol combinations (Carbowax). 
The impression was obtained in this study 
that the greaseless creams do not offer as wide 
a latitude of usefulness as the greasy bases. 
Polyethylene glycol mixtures, although water 
soluble, are more sensitizing than most oint- 
ment bases. 


Oil in water emulsions are peculiarly adapt. 
able for use on acutely inflamed or exudative 
lesions. Lotions, like the greaseless creams, 
are complex pharmaceutical preparations, but 
produce few adverse reactions. Lotions spread 
more easily than ointments and for this rea- 
son are recommended for use over large areas. 


Limitations of Therapy 


For purposes of this study it was arbitrarily 
decided that for a condition to be called a 
responsive dermatosis, more than 85 per cent 
of patients with such a condition should be 
benefited by the local application of steroid 
preparations. 


DERMATOSES IN WHICH 85 PER CENT OF 
PATIENTS WERE BENEFITED BY APPLICA- 
TION OF TOPICALLY EFFECTIVE STEROIDS 

Erythema solare 

Atopic dermatitis (dry) 

Atopic dermatitis (moist) 

Pruritus ani 

Atopic dermatitis (infected) 

Pruritus vulvae 

Dermatitis venenata (all causes) 

Dermatitis venenata, infected (all causes) 

Seborrheic dermatitis 

Seborrheic dermatitis, infected 

Intertrigo 

Lichen simplex chronicus 

(Localized neurodermatitis) 

Eczematous eruption of the hands 

Nummular eczema 

Eczematized epidermophytosis 

Stasis dermatitis 


CONDITIONS NOT BENEFITED BY TOPICALLY 
EFFECTIVE STEROIDS 
Psoriasis 
Lichen planus 
Discoid lupus erythematosus 
Morphea 
Keratosis follicularis 
Pityriasis rosea 
Alopecia areata 
Epithelioma 
Acne vulgaris 
Cutaneous fungus infections 
Pustular bacterid 
Herpes simplex 
Verrucae 
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Steroid-Antibiotic Preparations 


In previous studies!)5.6 it has been shown 
that the addition of antibiotics to local steroid 
preparations does not affect the pharmaco- 
logic activity of the steroid and offers the ad- 
vantage that the preparation may be used on 
infected areas. 


The Study 


When plans for this comprehensive study 
were being formulated, it was apparent that 
a large number of patients would be necessary 
in order to evaluate adequately the numerous 
preparations involved. Utilizing patient ma- 
terial in the University of Maryland Skin 
Clinic, the Baltimore City Hospitals Skin 
Clinic and the authors’ private practices it 
was possible to accumulate a total of 4,217 
patients who have been treated with local 
steroid preparations. Early in the course of 
the investigation there was no selection of 
conditions to be treated, but as it became 
apparent that certain conditions were bene- 
fited and others were not it was decided to 
concentrate on the treatment of responsive 
dermatoses in order to develop statistically 
reliable results. 
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be made within 48 hours, since beyond this 
time they become unreliable. 


Reports concerning the potential dangers 
of application of fludrocortisone led us to do 
absorption studies* as shown in table 1. 

This danger is relative, not actual. Under 
ordinary circumstances, as previously men- 
tioned, fludrocortisone is not a dangerous 
drug for topical use. 

Preparations studied. ‘Table 2 summarizes 
the result of application of 12 steroids or salts 
of steroids, in various bases, on 2,542 patients, 
who were affected by dermatoses which were 
previously shown to be benefited by local 
application of hydrocortisone or fludrocor- 
tisone. Minimum effective concentrations 
(M.E.C.) of the steroids were determined by 
selecting the weakest concentration which 
would benefit 85 per cent of the patients. 
This was an arbitrary decision but gave a 
workable basis for determining the relative 


TABLE 1 


SYSTEMIC ABSORPTION FROM LOCAL APPLICATION 
OF FLUDROCORTISONE: 


180 cc. of 0.2 per cent lotion (360 mg. fludrocortisone) 
applied to skin in 48 hour period 


Paired comparison studies were done to de- 78 ours 
termine the relative efficacy of each steroid sodium excretion 8.7 gm. = gm. po gm. 

Eosinophile count 210 cu. mm. cu. mm. cu. mm. 
compared | to hydrocortisone and fludrocorti- Serum chlorides 370mg. %  376mg.% 368 mg. % 
sone. This procedure has been described in Serum sodium 140mEq. ‘152 mEq. 151.5 mEq. 

aT 5, 6,8 i Serum potassium 4.l1mg.% 3.7 mg. % 4.8 mg. % 
previous reports. Briefly the procedure 
consists of simultaneous application of two Total urine cutput 
preparations to different sites. Readings must 
TABLE 2 


SUMMARY OF RESULTS OBTAINED IN 2,542 PATIENTS TREATED WITH 12 STEROIDS OR SALTS OF STEROIDS 


M.E.C.* 
Preparation Number of Results of Steroid Keyt 
Patients Good Poor Per Cent 
Hydrocortisone free alcohol 747 701 46 1.0 A 
Hydrocortisone acetate 349 328 21 1.0 A 
Hydrocortisone succinate 148 136 12 0.5 B 
Fludrocortisone acetate 1,067 962 105 0.1 A 
Hydrocortisone palmitate 23 20 3 1.0 B 
Prednisone 50 23 27 0.5 Cc 
Prednisolone 68 40 28 0.5 B 
9-alpha-fludroallodehydro-hydrocortisone tertiary butyl acetate 16 5 11 0.5 D 
Hydrocortisone tertiary butyl acetate 37 18 19 0.5 Cc 
14-hydroxy hydrocortisone 16 z 9 1.0 D 
Prednisolone succinate 12 7 5 0.5 Cc 
Hydrocortisone diethylamino acetate hydrochloride ) 6 3 0.5 Cc 
*Minimal Effective Concentration 
tExplanation of Key: 
A—More than 85 per cent of responsive dermatoses benefited. C« ially availabl 


B—More than 85 per cent of responsive dermatoses benefited. Not commercially available. 
C—Inconsistent activity when applied locally to responsive dermatoses. 


D—Of no value when applied locally. 
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TABLE 3 
STEROID-ANTIBIOTIC PREPARATIONS 
Number of Results M.E.C. 

Preparation Patients Poor Per Cent Key* 
Hydrocortisone-oxytetracycline 575 526 49 1.0 A 
Hydrocortisone-erythromycin 38 33 5 1.0 B 
Hydrocortisone-tetracycline 200 182 18 1.0 A 
Hydrocortisone-neomycin 215 200 15 1.0 A 
Hydrocortisone-oxamycin 50 45 5 1.0 B 
Hydrocortisone-oxamycin-MK63 39 34 5 1.0 Cc 
Hydrocortisone-neomycin-bacitracin 70 62 8 1.0 A 
Hydrocortisone-neomycin-bacitracin-polymyxin 62 54 8 1.0 A 
Fludrocortisone-neomycin-gramicidin 250 222 28 0.1 A 
Fludrocortisone-neomycin 67 61 6 0.1 A 
Fludrocortisone-neomycin-bacitracin 71 66 5 0.1 A 
Fludrocortisone-nystatin 20 18 2 0.1 B 
Prednisone-neomycin-bacitracin 18 7 ll 0.5 e 


*For explanation of key, see footnote table 2. 


values of the steroids. The key in the right 
hand column of table 2 is explained in the 
footnote of the table. 


Hydrocortisone free alcohol, hydrocortisone 
acetate, hydrocortisone hemisuccinate sodium, 
hydrocortisone palmitate, and fludrocortisone 
acetate were proven to be effective prepara- 
tions. Of these, commercially available oint- 
ments or lotions containing at least 1 per cent 
hydrocortisone free alcohol, or hydrocortisone 
acetate or 0.1 per cent fludrocortisone acetate 
may be deemed acceptable for general usage 
in responsive dermatoses. 


tisone-neomycin ointment, and a lotion and 
ointment containing a fludrocortisone-neomy- 
cin-gramicidin mixture. No adverse reactions 
were noted in 575 patients treated with the 
hydrocortisone-oxytetracycline mixture which 
is incorporated in a simple mineral oil-petro- 
latum base. The combination of antibiotics 
found in the other preparation offers an ad- 
vantage in that both are stable in aqueous 


TABLE 4 
OTHER COMBINATIONS OF STEROIDS STUDIED 


Steroid-antibiotic preparations. Thirteen — 
steroid-antibiotic preparations have been stud- Preparation — 
ied as shown in table 3. Hydrocortisone-pyridoxine 44 1.0 31 13 

Hydrocortisone-prantal 68 0.25 60 8 

The preparations in this group which pro- 60 0.1 
duced the most satisfactory results were hydro- _Hydrocortisone-coal tar 
cortisone-oxytetracycline ointment, hydrocor- =. 

TABLE 5 


DERMATOSES IN WHICH MORE THAN 8 PER CENT OF PATIENTS WERE BENEFITED 
BY APPLICATION OF TOPICALLY EFFECTIVE STEROIDS 


Number of Patients 


Conditions Improved Unimproved Vehicle Most Satisfactory 
Erythema solare (sunburn) 60 0 lotion, greaseless cream 
Atopic dermatitis (dry) 420 52 oily base ointment 

Atopic dermatitis (moist) 315 43 greaseless base, lotion 
Pruritus ani 242 31 oily base, lotion 

Atopic dermatitis (infected) 300 30 antibiotic combination 
Pruritus vulvae 135 22 oily base, lotion 

Dermatitis venenata (all causes) 450 70 lotion 

Dermatitis venenata, infected (all causes) 301 20 antibiotic combination 
Seborrheic dermatitis 128 23 oily base ointment 
Seborrheic dermatitis, infected 92 9 antibiotic combination 
Intertrigo 91 4 lotion, cream 

Lichen simplex chronicus (localized neurodermatitis) 175 $2 oily base, cream 

Eczematous eruption of hands 330 41 oily base, antibiotic combination 
Nummular eczema 37 3 oily base 

Eczematized epidermophytosis 22 4 oily base 

Stasis dermatitis 123 23 oily base, greaseless base 


= 
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suspension, making available in lotion form a 
potent steroid preparation with a wide anti- 
biotic range. 

During the past several months the authors 
have seen an increasing number of patients 
suffering from pruritus vulvae from whom 
Candida albicans could be cultured. An oint- 
ment containing a combination of fludrocorti- 
sone and nystatin was found to be especially 
effective in the treatment of these patients. 


Other combinations of steroids studied. 
Table 4 summarizes our results with combi- 
nations of steroids and other drugs which are 
difficult to evaluate because of the multiple 
pharmacologic effects. Favorable results were 
obtained in chronic, dry, eczematous erup- 
tions treated with coal tar-steroid combina- 
tions. 

Responsive dermatoses. Table 5 summa- 
rizes the findings following application of 
topically effective (A or B) steroids in re- 
sponsive dermatoses and the preparations 
which seemed to give the best results in these 
conditions. 

In severe sunburn every patient reported 
that within a few hours all discomfort had 
ceased. In all other conditions, benefit ob- 
tained was such that steroid therapy seemed 
the method of choice, at least as initial treat- 
ment. 

Summary and Conclusions 


1. Hydrocortisone, in the form of acetate, 
free alcohol or palmitate, is effective in the 
treatment of responsive dermatoses when ap- 
plied locally in concentrations of 1 per cent 
or greater in suitable vehicles. Hydrocorti- 
sone hemisuccinate sodium similarly effective 
in concentrations of 0.5 per cent. 


2. Fludrocortisone acetate is effective in 
the treatment of responsive dermatoses when 
applied locally in concentrations of 0.1 per 
cent or greater in suitable vehicles. 


3. The difference in action between hydro- 
cortisone and fludrocortisone is quantitative, 
not qualitative. 


4. Prednisone is relatively inactive when 
applied topically. Prednisolone, in this study, 
produced inconsistent therapeutic results on 
local application. Current studies indicate 
that purified prednisolone may prove con- 
sistently beneficial in responsive dermatoses 
without irritating side effects. 
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5. Steroid-antibiotic combinations are ef- 
fective in the treatment of secondarily infected 
dermatoses which usually respond to steroid 
therapy. 


6. No serious systemic effects were noted 
in this series of cases which could be attrib- 
uted to the local application of any steroid. 


7. In this series of patients local applica- 
tion of steroid preparations were of little or 
no value in the following dermatoses: 

Psoriasis 

Lichen planus 

Discoid lupus erythematosus 
Morphea 

Keratosis follicularis 
Alopecia areata 
Epithelioma 

Acne vulgaris 

Cutaneous fungus infections 
Pustular bacterid 

Herpes simplex 

Verrucae 

8. In many instances topical steroid ther- 
apy may obviate the necessity for systemic 


steroid therapy. 


9. Topical steroid therapy does not pro- 
duce cures in any dermatosis. In self-limited 
inflammatory conditions of the skin, applica- 
tion of the steroids offers immediate relief to 
the patient and frequently prevents such a 
dermatosis from becoming chronic. In re- 
sponsive chronic dermatoses topical steroid 
therapy may offer maximum relief to the 
patient. 
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Discussion (Abstract) 


Dr. Herbert S. Alden, Atlanta, Ga. I am sure we 
can all agree that this comprehensive clinical evalua- 
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tion of the use of the hydrocortisones in the care of 
skin disease represents not only a major capsule of 
information, but a physical output of huge propor- 
tions. The accumulation of over four thousand pa- 
tients is enough, but the observation, recording of the 
data, and evaluation of percentages is an enormous 
undertaking and worthy of my highest commenda- 
tion, 


It is said the late President Woodrow Wilson re- 
marked, after a year’s experience with the Congress 
of the United States, that of the many men who came 
to Washington he had found there were a few who, 
while there, grew big, but there were many who 
merely swelled. This has been too true of many of 
the pharmaceutical wonders that have been put out 
in recent years, many have merely swelled but a few 
have grown big. The hydrocortisones as topical appli- 
cations are among the few that have grown big with 
time. But they have also become big in quantity and 
been marketed under numerous combinations with a 
plethora of fancy names. I am pleased to hear that 
Dr. Robinson finds, with the exception of prednisone, 
there is a great value in all, and a little choice of 
vehicle or antibiotic to which they are tied. This has 
also been my experience. 

It is obvious that the spectacular clinical value of 
the steroids in topical applications far outweighs our 
biologic knowledge of how or why they act as they 
do. Try as we might to talk of “causes” of disease and 
of “cures” by removal of “causes,” we are nevertheless 
confined for the most part to treatment of and relief 
of symptoms. It is in the relief of symptoms that these 
steroids perform so well, and the best we can do to 
describe their effect is to use the term, “anti-inflamma- 
tory action.” This is emphasized in our own clinical 
experience and re-emphasized by the list of diseases 
reported by Dr. Robinson, as well as the conditions 
in which the steroid applications have been found 
useless, mainly in the epithelial hyperplasias, the 
atrophic skin diseases, and the viral eruptions. But in 
the often self-limited, inflammatory, distressing, acute 
eruptions its usefulness is spectacular as a reliever of 
symptoms. It appears to allow, or prevent the physi- 
cian from getting in the way of the natural protective 
forces of the body healing the wound. 


But we need to know something more. There is 
some evidence to show that the adrenocortical extracts 
and cortisone reduce cellular activities and decrease 
the permeability of the small blood vessels. It is quite 
possible that the local action of the steroids thus 
occurs at the cellular level, so that the activity of the 
injured cell is impaired, and the dying cell becomes 
less effective in producing some of the specific chem- 
ical factors, such as leukotaxin, which are involved 
in inflammation.1 


The quantities of the steroids, percentage wise, in 
these local applications which produce such a spec- 
tacular effect, appears to me to be ridiculously small. 
The fluorohydrocortisones in which the 9-alpha-hydro- 
gen atom is replaced by a halogen has been found to 
have an activity largely in inverse proportion to the size 
of this halogen atom, so that even a 0.1 per cent of 
the steroid in an ointment base is sufficient to relieve 
itching. But in application it must be forced into the 
skin by rubbing. Yet percutaneous absorption of the 
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steroid has not yet been proven, although, in some 
instances it is suspected. 


All the vital processes of mammalian skin, whether 
secretion, excretion, or self-regeneration, are processes 
intended to exclude or expell materials applied rather 
than to abet their absorption. Is it not possible that 
their salutary action in such small quantities, when 
applied to the skin, may be likened to the action of 
chemical fertilizer when applied on the land? The 
inert carrier may be dissolved or disappear, leaving a 
more diffuse spread of the application in quantities 
sufficient to change the cellular activity in essence, a 
hundred per cent of chemical action in any single area. 
Large quantities intensely applied may destroy the 
effect (as in fertilization), whereas repeated small quan- 
tities are used with good effect. It appears from 
Dr. Robinson’s report and that of others that the 
vehicle in which these steroids are applied is not of 
a significant moment in the action of the steroids 
per se, the vehicle only being useful as a handy device, 
or as a protective and evaporated medium. 


The exemplary report of the clinical action of 
various steroids is illuminating, but its very light casts 
shadows which need further illumination in the future. 


Dr. J. Fred Mullins, Galveston, Tex. I am very 
happy to have an opportunity to make a few com- 
ments regarding this very inclusive and yet succinct 
review of topical steroid therapy. Although many of 
us have utilized most of these preparations on large 
numbers of patients, I doubt very seriously if we 
would undertake such an extensive attempt to com- 
pile these data. I have observed no electrolyte imbal- 
ance when fludrocortisone was utilized on 50 well con- 
trolled patients, and was unable to see any specific 
advantage of this preparation over hydrocortisone ex- 
cept in few patients. Since there is no economic 
advantage at the present time and there is a possi- 
bility of absorption with edema, I have taken it from 
my routine of therapy. 


Our results have been parallel with this study re- 
garding the local use of prednisone and prednisolone. 
The incidence of irritation was about 8 per cent. 


Probably because I have had more extensive expe- 
rience with the greaseless cream ointment bases, I have 
felt that they were more acceptable to the patient and 
gave as good if not superior results to the greasy 
vehicles. 


The combination of mycostatin and 1 per cent 
hydrocortisone has been particularly effective for mon- 
iliasis of the intertriginous sites, however, previously 
we had observed that 2.5 per cent hydrocortisone alone 
was very effective in such lesions. It is unlikely that 
the parabens which have been utilized in the ointment 
base are monilicidal enough to produce this result. 
Our results in the treatment of sunburn have not been 
as good as those reported by the authors. 

These preparations have hastened the healing process 
in many dermatoses and it is hoped that additional 
derivatives and combinations will be of greater benefit 
in the future. In closing, I wish to thank Drs. Robin- 
son for an opportunity to make a few comments re- 
garding this well-done paper. 


1. Menkin, V.: On the Inflammatory Mechanism of Hydrocorti- 
sone, Science 120:1026, 1954. 
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The Indefinite Pelvic Mass: 


WILLIAM F. GUERRIERO, M.D., Dallas, Tex. 


Every clinician at some time has met chagrin in his interpretation of the pelvic mass. In the 
presence of an indefinite pelvic mass the physician or surgeon should move slowly and deliberately. 


THE CLINICIAN DAILY ENCOUNTERS THE PROBLEM 
of diagnosis and management of the indef- 
inite pelvic mass. Fortunately, the indefinite 
pelvic mass rarely presents itself as an acute 
emergency which must be handled at once. 
This allows time for a complete clinical sur- 
vey for proper identification and manage- 
ment. 

A mass in the pelvic area may be located 
completely in the pelvic cavity, or partly in 
the pelvic cavity and/or partly in the ab- 
dominal cavity. 

The origin of any pelvic mass may be 
either from one or a combination of the fol- 
lowing: (1) physiologic, (2) gastrointestinal, 
(3) genitourinary, (4) skeletal, retroperitoneal 
tumors, and (5) gynecic. 


Masses Unrelated to Disease 


The physiologic masses include the full dis- 
tended bladder, the low lying distended cecum 
or loops of distended small bowel adhered to 
pelvic viscera, the distended sigmoid filled 
with gas or feces, and intra-uterine pregnancy. 
It seems ludicrous to dwell on these as being 
the etiology of an indefinite pelvic mass. Fre- 
quently we are chagrined to find the bladder 
was not emptied prior to examination or that 
after a good cleansing enema a mass could 
no longer be palpated. Often, even after 
emptying the bowel, the palpable mass is 
actually smaller in size on palpation than was 
first determined. It is obligatory then that 
we be sure these physiologic states are not 
mistaken for abnormal masses or that they 
exaggerate the size of small masses of no con- 
sequence. 

The most perplexing of the physiologic 
masses to diagnose is frequently intra-uterine 
pregnancy. Intra-uterine pregnancy itself or 
concomitantly present with another mass of 
other etiology is frequently mistaken for an 


*Read before the Section on General Practice, Southern 
Medical Association, Forty-Ninth Annual Meeting, Houston, 
Tex., November 14-17, 1955. 


indefinite pelvic mass. Laparotomy is then 
often injudiciously resorted to, both as an aid 
in diagnosis and for therapy. 

In every patient who presents herself with 
an indefinite pelvic mass in which the uterus 
is involved, particularly during the active 
childbearing years, every effort must be made 
to be sure an intra-uterine pregnancy is not 
present. This can be accomplished by an 
adequate period of observation with repeated 
examination and pregnancy tests. 


Masses of Intestinal Origin 


When one considers that the rectum and 
sigmoid colon are in the pelvic cavity and 
that the cecum frequently hangs over the 
brim of the pelvic cavity, then immediately 
it is apparent that abnormal growths of these 
organs may explain a pelvic mass. 

More common in the female are diverticuli, 
with or without abscess formation, of the 
large bowel which frequently produce episodes 
of pain and fever with the presence of a pal- 
pable tender mass in the pelvic cavity that 
may resemble a gynecic mass. Proctoscopic 
examination and barium enemas are very 
useful in diagnosis. In the past we have fre- 
quently seen laparotomy done for a mass due 
to pelvic inflammatory disease at which diver- 
ticuli with abscess was found. 


Carcinoma of the rectum and/or sigmoid 
and cecum occur frequently enough for the 
clinician to recognize that such may be dis- 
covered at laparotomy as the cause of the in- 
definite pelvic mass. The cecum may be dis- 
placed so that the appendix may also be 
found in or near the pelvic cavity, with the 
result that an appendicial abscess will produce 
an indefinite mass on the right side of the 


pelvis. 
Masses of Genitourinary Organs 


Uretheroceles and the low lying displaced 
kidney or true pelvic kidney occur infrequent- 
ly; however, they are often mistaken for some 
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other pelvic mass. Intravenous or retrograde 
pyelograms should be done on every patient 
with a pelvic mass. This examination easily 
and immediately eliminates these conditions. 


Masses of Retroperitoneal or Skeletal Origin 


Though of infrequent occurrence, we must 
nevertheless realize that tumors of the pelvic 
bones and retroperitoneal tumors do occur. 
Usually these can be eliminated at the time of 


pyelogram. 
Gynecic Masses 


Following is a list of all the masses which 
might be of genecic origin: 
Gynecic Etiology of the Indefinite Pelvic Mass 
A. Uterus 
. Carcinoma of cervix with metastasis 
. Carcinoma of fundus with or without metastasis 
. Sarcoma 
. Chorio-epithelioma 
. Hydatid mole 
. Myoma 
. Adenomyosis 
allopian tube 
. Hydrosalpinx and pyosalpinx 
a. Specific and nonspecific 
b. Tuberculosis 
2. Tubal pregnancy 
3. Carcinoma 
C. Broad ligament 
1. Wolffian duct cyst 
2. Paraovarian cyst 
3. Myoma 
D. Ovary 
1. Malignant 
a. Carcinoma, primary solid 
1) Adenocarcinoma 
2) Embryonic 
a) Granulosa cell 
b) Thecoma 
c) Dysgerminoma 
d) Teratoma 
b. Carcinoma, cystic 
1) Serous 
2) Pseudomucinous 
3) Epidermoid in dermoid cyst 
c. Carcinoma, metastatic 
1) Krukenberg 
2) Hypernephroma 
3) Chorio-epithelioma 
2. Benign 
a. Nonneoplastic 
1) Luteal 
2) Follicle 
3) Endometrial 
b. Neoplastic 
1) Serous and pseudomucinous cystadenoma 
2) Dermoid 
c. Connective tissue 
1) Fibroma 
2) Sarcoma 


— SI Ot GO 


MARCH 1956 


d. Brenner 
e. Arrhenoblastoma 
Clinicians are prone to accept the palpation 

of a mass in the pelvic cavity as necessarily 
being gynecic in origin. This is even more 
true when the diagnosis is indefinite and the 
signs and symptoms indicate possible gynecic 
origin. Experience, though often bitter, has 
shown us that it is wiser to consider the cause 
as being other than gynecic with consideration 
given first to the conditions mentioned pre- 
viously. 


Management of the Indefinite Mass 


The management of the indefinite pelvic 
mass is first, one of determining the etiology. 
Since the indefinite mass does not usually 
demand immediate treatment, time is afforded 
for clinical observation, studies, and prepara- 
tion of the patient if operation is necessary. 


Our policy has been to rule out the physio- 
logic masses by catheterization of the bladder, 
enema to empty the bowel, and the doing of 
adequate pregnancy tests. Intravenous or ret- 
rograde pyelograms, followed by proctoscopy 
and barium enema will in most instances 
eliminate, confirm, or leave one suspicious 
that the mass is of gastrointestinal, genito- 
urinary, skeletal or retroperitoneal origin. 
With these procedures done, all the necessary 
preparations are made to place the patient in 
a state so that at operation, regardless of the 
etiology of the indefinite pelvic mass, defini- 
tive and complete surgical treatment can be 
carried out. These preparations include a 
complete physical survey of the patient as to 
operative risk, proper selection of anesthesia, 
restoration of blood volume if needed, cor- 
rection of nutritional deficiency, and prepa- 
ration of the bowel by the use of one of the 
sulfa or mycin drugs. 


When the above plan is followed, laparot- 
omy for the indefinite pelvic mass will be 
safer and bring to the patient a more defini- 
tive result. 

Conclusion 


1. The indefinite pelvic mass frequently 
originates from disease of other organs rather 
than of the female reproductive organs. 

2. Laparotomy can be deferred, since an 
acute state is usually not present, until the 
cause is sought and the patient properly pre- 
pared for definitive surgery should such be 
necessary. 


ii 
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Discussion (Abstract) 


Dr. Jack “M. Partain, San Antonio, Tex. A few 
years ago I had the pleasure of attending a postgrad- 
uate course in gynecology at Southwestern Medical 
School and one of the speakers was Dr. Guerriero. I 
have been looking forward to hearing him speak on 
this subject of universal interest. May I say that I 
have not been disappointed, and I consider it to be 
scholarly, instructive and practical. 


This subject of a mass in the pelvis is one which 
confronts us so very often, whether we are in Dallas, 
Atlanta, New Orleans, Conroe or Mountain Home. It 
is a problem that must be met by the specialist as 
well as the general practitioner. I feel that the spe- 
cialist often has one advantage, and that is that many 
of the cases have been screened before coming to his 
attention. But when a general practitioner has the 
problem presented to him of a mass in the pelvis, he 
has to start from scratch because Aunt Mable and 
Cousin Hilda have come to him first, in most cases. 


Our problem may be divided in two parts: Is there 
an emergency,—a real emergency of life and death? 
Do we have time only to order cross-matching for 
blood, and hope that we can get a good anesthesiologist 
and a satisfactory and competent assistant to help us? 
Whether, when we get inside the belly and find it is 
an intestinal condition, we must be able to do a 
colostomy or a resection, or just drain and back out. 
We must “know our way around” in the pelvis and 
in the abdomen, or we should not attempt the work. 


If, on the other hand, the situation is not an 
emergency, and we have ample time and adequate 
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x-ray and laboratory facilities, we should follow a 
definite course in making our diagnosis. The more 
accurate diagnosis possible before laparotomy will, of 
course, simplify our problems and decrease mortality 
and morbidity. Careful detailed history taking, fol- 
lowed by the use of the senses that God gave us, will 
direct us toward the essential x-ray and laboratory 
procedures which will give us the most information, 
and do least monetary harm to our patient’s pocket- 
book. Then we should be able to prepare the colon 
for possible primary resection, or be ready and pre- 
pared to do radical surgery rather than temporary 
surgery. 

Do not always trust a woman’s statement as to 
her last menstrual period. She might be misleading 
you accidentally, or because she hopes that a lapa- 
rotomy might result in a miscarriage of a pregnancy 
she does not want to admit. Do not be afraid to use 
the frog or the rabbit to settle this point; she need 
not know for what that early morning urine specimen 
is being tested. Who of you has not opened a belly 
and found a globular uterus the size of a large 
grapefruit, and then wished you had done a Fried- 
man test, and had used a large calibre long needle 
and still not been sure? 

It boils down to this. Use your senses, medical 
judgment, and the laboratory to make your best 
diagnosis. Prepare the patient for all possible con- 
tingencies. Do not attempt a surgical investigation 
unless you are able to take care of whatever does 
confront you. 

I thank you for this opportunity to discuss this im- 
portant subject. 


Differences of Opinion in 


Gynecology: 


RALPH E. CAMPBELL, M.D.,+ Madison, Wis. 


The author reviews the areas of gynecology in which errors often are committed. 


THIS PRESENTATION MAY APPEAR CRITICAL. 
However, its purpose is not to mollify but to 
assess with each other some of the practices 
in gynecology in a constructive but neverthe- 
less in a critical and analytic manner. In 
addition it shows some of the practices as 
observed in a State General Hospital. 


*Read before the Section on Gynecology, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 

tFrom the Department of Obstetrics and Gynecology, Uni- 
versity of Wisconsin Medical School, Madison, Wis. 


Retrodisplacements of the Uterus 


The retroversion is the most important and 
by far the most frequent. The retrocession is 
of little importance; and the retroflexion or 
the reflexed, retroverted uterus is rarely seen. 
Retroversions are found in 15 per cent of all 
women and the majority produce no notable 
symptoms. However, it would be derelict not 
to mention that the occasional retroversion 
can cause backache, ovarian and menstrual 
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dysfunction, abortion, possibly endometriosis, 
the symptoms produced by an enlarged, 
edematous, putty-like and sensitive uterus, as 
well as other complications. The amount of 
distress caused by the retroverted uterus, if 
replaceable, can be determined by placing 
the uterus in normal position and inserting a 
vaginal pessary to be worn over a considera- 
ble period of time. Such a procedure, “thera- 
peutic test” by pessary, in relieving symptoms 
is a useful procedure in determining the justi- 
fication of surgery. The numerous ligament 
operations lend themselves to a high inci- 
dence of failures and recurrence of the retro- 
version. The results can be improved by add- 
ing the Kelly technic of plicating the utero- 
sacral ligament to any one of the various 
ligament operations. The unnecessary and 
unjustified operative procedures being done 
for retroversion of the uterus must be criti- 
cized. 


Cervical Erosion, Biopsy and Treatment 


It has not been an unusual observation that 
patients coming to our hospital with cervical 
erosion have been subjected to cauterization 
and treatment without biopsy. 


It is my conviction that any degree of cer- 
vical erosion should be subjected to biopsy 
before treatment is begun. Biopsy should not 
be dependent upon one’s feelings as to 
whether grossly or macroscopically the erosion 
is benign or malignant. What right has one 
in our present-day knowledge to assume that 
any lesion is benign or malignant? The cervix 
can be examined and be called normal or 
clean, and yet by a Papanicolaou smear be 
proven to be positive for cancer. The lesion 
may be either in situ or invasive. 


The question always arises as to whether 
such a procedure is applicable to a postpar- 
tum erosion of the cervix and dependent upon 
its diagnosis before or during pregnancy. 
There are some who would cauterize or treat 
a cervix if no lesion was noted previous to 
delivery. This procedure would be reason- 
ably safe, however, the safest procedure is to 
always biopsy a cervical lesion. 


The question of biopsy in the office versus 
admission to the hospital is debatable. Unless 
the office is set up for an adequate biopsy, 
the patient should be admitted to the hospital 
even though added expense may be incurred. 
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The type of biopsy performed is of utmost 
importance. It is fundamental that cancer of 
the cervix arises at the mucocutaneous junc. 
tion, and therefore there is no substitute for 
the circumscribed biopsy of the mucocu. 
taneous juncture of the cervix. The cold 
biopsy is the method of choice since fulgera- 
tion and cutting cooks the tissue and hinders 
the pathologist in making a correct diagnosis, 


Ulcerative Diseases of External Genitalia 


There are many conditions which cause 
ulcerative lesions of the external genitalia and 
the most important ones are: the acute ulcer 
caused by the Bacillus of Crassus, the syphi- 
litic lesions, the chancroidal, or soft chancre 
caused by the Ducrey bacillus, granuloma 
inguinale in which a multicystic large cell 
containing the Donovan bodies is pathog- 
nomonic of the disease, lymphogranuloma or 
lymphopathia venereum with the inguinal 
adenopathy or bubo caused by a filtrable 
virus, and malignancies. 


These lesions have their characteristic dis- 
ease patterns and a specific etiology, though 
one would not suspect it from the way they 
are diagnosed and treated in some instances. 
For instance, chancroid with a history of ex- 
posure and the transformation of the macule 
to the papule, finally to the pustule and the 
inguinal bubo is characteristic. The disease 
can be diagnosed by the intradermal test with 
the chancroidal bacillary antigen. Granuloma 
inguinale, found mainly in the colored race, 
is characterized by chronic spreading ulcera- 
tion and extensive granulation tissue. The 
finding of Donovan bodies in the tissue sec- 
tion by the Dieterle silver stains of the forma- 
lin fixed paraffin section is diagnostic. 
Lymphogranuloma inguinale or lymphopathia 
venereum, especially common in the colored 
race, is caused by a filtrable virus. The dis- 
ease is characterized by subacute inguinal 
adenitis and periadenitis, having a predilec- 
tion for the lymphatics with affection for the 
labia, the perineal body, the anus, and lower 
rectum. There may be chronic progressive 
ulceration and elephantiasis. The intrader- 
mal test of Frei, using an antigen prepared 
from the growth of the virus in the yolk sac 
of the developing chick embryo, is specific. 

The one disease which may be confusing 
in the diagnosis of this condition is granu- 
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Joma inguinale. However, if one remembers 
that granuloma inguinale spreads through the 
skin and lymphopathia venereum spreads by 
the lymphatics and may lead to formation of 
sinus, there should be no confusion in the 
differential diagnosis. 


It can be seen from the foregoing descrip- 
tion that these diseases do have individual 
patterns. 

Ulcerative lesions of the external genitalia 
indicate diagnostic procedures until diagnosis 
js made. These procedures include serologic 
tests and dark field examinations for syphilis, 
intradermal tests for chancroid; Frei tests for 
lymphogranuloma venereum and biopsy and 
tissue studies for malignancy, tuberculosis and 
the Donovan bodies. Smears and cultures 
should be made. 


In the State of Wisconsin General Hospital, 
we have seen these conditions and have had 
the opportunity to assess our mistakes in diag- 
nosis and treatment as well as the mistakes 
in diagnosis and treatment by the referring 
physicians. 

My admonition is to make a diagnosis and 
then to treat. So often these diseases have 
been treated by trial and error without a 
diagnosis, permitting the disease to progress 
to a state of invalidism and possibly even a 
fatal termination. 


Kraurosis, Leukoplakia and Cancer of the Vulva 


In “pure” kraurosis, atrophy and shrinkage 
are the distinguishing features, although a 
mild inflammation in the deeper tissues of 
the vulva may be present. It is an aging 
process. Occasionally these changes may go 
on to edema, tenderness, keratinization of the 
skin and finally the skin becomes whitish and 
parchment-like with a tendency to crack and 
to present leukoplakic vulvitis. In this last 
Stage mistakes are made in not recognizing 
the transformation to a leukoplakic vulvitis 
and the need for ruling out a precancerous 
or cancerous lesion by biopsy. 


In leukoplakia of the vulva, unlike krau- 
rosis where changes are mainly atrophy and 
shrinkage, there are usually pronounced find- 
ings in the skin which are variable, such as: 
thickening and keratinization of the epithe- 
lium, and hypertrophy of the papillae, while 
in the other areas there may be thinning of 
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the epithelium and loss of elastic tissue and 
atrophic changes. When the skin becomes 
whitish and parchment-like, either diffusely 
or in patches, with a tendency to show cracks 
or fissures, one should be on one’s guard. 
These lesions are commonly considered pre- 
cancerous and biopsies should be taken. Per- 
haps the best safeguard in extensive leuko- 
plakia, from the standpoint of both sympto- 
matic relief and cancer, is simple vulvectomy. 
It is important that 50 per cent of all patients 
who develop cancer of the vulva have had a 
previous history of leukoplakic vulvitis. 


Cancer of the Vulva 


There should be no confusion as to the 
treatment, since it has been well established. 
The treatment of cancer of the vulva is not 
local excision of the lesion but is radical vul- 
vectomy, a complete removal of the external 
genitalia, coupled with bilateral resection of 
the inguinal nodes. Radiation therapy is con- 
traindicated in such lesions. We would criti- 
cize the delay in making a diagnosis of cancer 
in some instances by failure to take a biopsy, 
and the treatment by ointments, wet packs, 
antibacterial preparation, antibiotic prepara- 
tions, dusting powders, x-ray therapy and 
what not. 


Common Failures and Oversights in 
Pelvic Surgery 


In vaginal hysterectomy for prolapse of the 
uterus, the anatomic restoration and the care 
of any associated complication becomes a 
most important part of the operation follow- 
ing the removal of the uterus. The compli- 
cations of enterocele, rectocele, cystocele and 
urethrocele, any or all, may be present. Occa- 
sionally, as in a nullipara, the uterine disease 
may be uncomplicated though this is not 
usually the case in women who have borne 
children. I have seen many cases, to state it 
crudely, “where the hole has been closed” 
following hysterectomy and no attempt been 
made to repair the associated complications; 
therefore good anatomic restoration has not 
been obtained. 


The repair of a bladder should include not 
only the general bladder wall and the bladder 
neck but the repair should be extended up- 
ward to the urethra. Direct trauma of the 
bladder generally occurs at the midline and 
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at the base, and may involve not only the 
fascial support and muscular wall but the 
involuntary sphincter of the vesical neck and 
frequently extends to the muscularis and cap- 
sule of the urethra. 

I emphasize the fact that the urethral re- 
pair is commonly neglected, being paramount 
in the cure of urinary incontinence, and 
should be routine. 


The repair of a rectocele may lend itself to 
criticism. The upper fourth of the vagina 
lies in proximity to the cul-de-sac of Douglas, 
the middle two-fourths of the vagina lies in 
close apposition to the rectum, and it is in 
this area that the vagina and the rectum are 
connected by a fascial extension of the pelvic 
fascia. This fascial plane is commonly called 
the rectovaginal fascia or the perirectal fascia. 
It is in this area that rectocele occurs from a 
defect in the fascia. In the lower fourth, the 
vagina and rectum diverge and are separated 
by the central tendinous point of perineal 
body. It is the perineal body and the levator 
muscles and their fascia (pubococcygeii) 
which make up the pelvic floor and become 
an important support to the vaginal tube 
and uterus. 


One can see the fallacy of simply bringing 
the levators and the bulbocavernosus muscles 
together, and the repair of Colles fascia. This 
is building up the perineal body and pelvic 
floor and creating what our residents in 
gynecology call a “dash board perineum” 
without curing the rectocele. To correct the 
rectocele the repair must be extended to the 
posterior vaginal wall to include the middle 
two-fourths of the vagina and to bring to- 
gether the separated and retracted rectovag- 
inal fascia. The bulbocavernosus muscles are 
important in reducing relaxation of the out- 
let and improving control of the urethral 
sphincter. 

A serious mistake is the failure to recognize 
an enterocele and to differentiate it from a 
rectocele. Many patients have been subjected 
to rectocele repair while the enterocele has 
gone undiagnosed and unrepaired, to be rec- 
ognized and repaired sometime later. Of 
course the enterocele is a true hernia and the 
sac must be dissected, ligated, excised, and an 
approximation of the uterosacral ligaments, 
pubocervical fascia and the rami of the pubo- 
coccygeal muscles must be done to prevent its 


MARCH 195 


recurrence. It can be readily seen that a rec. 
tocele repair would not be effective in this 
complication and failure of its recognition js 
a serious matter. One must not fail to recog. 
nize the importance of preventing enterocele 
following a vaginal hysterectomy or a Man. 
chester repair. 

I do not support suspension operations, 
ventral fixations, abdominal hysterectomy or 
supravaginal hysterectomy with a suspension 
of the cervical stump in the treatment of 
uterine prolapse. The surgical methods of 
choice are by the vaginal route. If a house 
were falling down because of its foundation 
one would not prop it up at the gables, one 
would repair its foundation. What I have 
said already supports this contention. 


Ovarian Tumors 


Any surgeon should have a basic knowledge 
of the numerous ovarian tumors, otherwise 
his diagnosis and treatment may be faulty. 
He should have some idea concerning the 
most common tumors encountered for diag- 
nosis and observed at the operating table. 
Further, he should know something about 
their malignancy index, whether they are 
commonly unilateral or bilateral, in what age 
group they are most common, their tendency 
to recurrence, the complication of ascites, 
their limitations as to the type of operation 
to be performed, the application of radiation 
therapy and, finally, as to whether there is 
justification for any active treatment. 


One not only should have some idea as to 
the most common tumors or conditions of 
the ovary, but should also have fixed in one’s 
mind a practical classification to meet daily 
needs. A practical enumeration and an expe- 
dient one would be the simple cysts, desig- 
nated as physiologic nonneoplastic and non- 
proliferative, otherwise not a true tumor. This 
classification covers the most common condi- 
tions met in the ovary, such as: the follicle 
cyst, the atretic follicle cyst accounting for the 
polycystic ovary, the corpus luteum cyst, and 
the germinal inclusion cyst. The simple cys- 
tic conditions are always considered in any 
classification of neoplasms of the ovary even 
though they are not neoplastic. A good classi- 
fication of ovarian neoplasms which would be 
practical and expedient would be as follows: 
the adenomas, including the primary, solid 
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and cystic carcinoma; the papillary serous 
cystadenoma, benign and malignant; and the 
seudomucinous cystadenoma, benign and 
malignant; endometriosis or endometrial 
cysts, teratoid tumors, including the der- 
moids which are common and the teratomas 
which are rare; the masculinizing tumors 
of the ovary, such as arrhenoblastoma, the 
most common, and the less common, the 
adrenal cell rest tumor, the Leydig cell tumor 
(whose cells are homologous to the Leydig 
cells of the testicle), and the diffuse lutiniza- 
tion of the ovary; the feminizing tumors, with 
hyperestrogenism and its associated signs and 
symptoms, the granulosa cell tumor, and the 
less common tumors including gynandroblas- 
toma, dysgerminoma, Brenner tumor, the 
metastatic carcinomas such as, the Kruken- 
berg tumor, epidermoid carcinoma, chorio- 
ephithelioma, hypernephroma or carcinoma 
from the kidney, and notably metastatic 
lesions from the uterus, breast and thyroid 
and, finally, the sarcomas. 


When tumors occur in the postmenopausal 
period, one should think primarily, depend- 
ent upon signs and symptoms, of a fibroma 
of the ovary, granulosa cell tumor, thecal cell 
tumor, the Brenner tumor and carcinoma. In 
the prepubertal period with hyperestrogenism, 
the granulosa cell tumor should be consid- 
ered and, also in the young individual, a 
dysgerminoma or a teratoid tumor should be 
considered. With masculinization the 
young individual the arrhenoblastoma should 
be given consideration, since it is observed 
between the ages of 15 and 60 years. 


Ascites commonly occurs in carcinoma of 
the ovary. Meigs syndrome, including both 
ascites and hydrothorax, may occur in such 
tumors of the ovary as the thecal cell, granu- 
losa cell, the fibroma, occasionally the be- 
nign papillary serous cystadenoma, and the 
Brenner tumor occurring in the postmeno- 
pausal era. 


Ovarian neoplasms may be found at any 
age. The majority occur during the repro- 
ductive years. About 4 per cent are present 
in children under 10 years of age. Of these, 
about half are malignant (dysgerminoma, 
solid teratoma, carcinoma, granulosa cell 
tumor); the remainder are benign (dermoid 
and epithelial cysts). Malignancy may be ex- 
pected in about 15 per cent of all ovarian 
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tumors. The highest incidence of ovarian ma- 
lignancy occurs between 40 and 60 years of 
age. After the age of 50, 14 in 1,000 women 
may develop an ovarian neoplasm. Of these, 
the proportion of malignant to benign tumors 
is roughly 4 to 3. 


Certain malignant neoplasms tend to be 
unilateral. These include pseudomucinous 
cystadenoma, dysgerminoma, arrhenoblastoma 
and granulosa cell tumors. This is important 
from the standpoint of treatment. 

The benign tumors which are likely to be 
unilateral are: the pseudomucinous cystad- 
enoma, the fibroid, the dermoid and the 
endometrial cysts. It is important to note 
that some of these tumors may be both uni- 
lateral and bilateral, which determines the 
type of treatment. 


Treatment of Ovarian Tumors 


Simple cysts, as previously stated, are called 
physiologic, perhaps evidence of abnormal 
physiology. Simple cystic ovarian disease, in 
innumerable patients without symptoms of 
discomfort or pain, or menstrual dysfunction 
and with ovarian enlargement no larger than 
5 to 6 cm., usually needs no treatment. There 
should be watchful waiting with periodic ex- 
aminations. However, there are always excep- 
tions such as in cases of sterility, in which the 
patient is having anovulatory bleeding which 
may be benefited by the removal of an iso- 
lated cyst or an ovarian resection. I do not 
believe in the digital rupture of cysts because 
of the likelihood of hemorrhage. In twisted 
ovarian cysts I do not untwist them for fear 
of embolism, but tie and ligate the pedicle. 
I condemn the number of operations being 
done unnecessarily for simple cystic ovarian 
disease. 


Relative to the adenomas, and specifically 
the benign papillary serous cystadenoma 
which is most commonly bilateral, though at 
times it may be unilateral, the choice of treat- 
ment may be determined by whether they are 
unilateral or bilateral. If unilateral with an 
intact capsule and no evidence of peritoneal 
implants or external excrescences, the treat- 
ment may be unilateral salpingo-oophorec- 
tomy. However, if the tumor is bilateral, a 
bilateral salpingo-oophorectomy and total hys- 
terectomy is the treatment of choice, because 
of the potential malignancy of these cases. If 
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malignancy is debatable after microscopic sec- 
tions, deep x-ray therapy should be used 
following the surgery. 

The treatment of benign pseudomucinous 
cystadenoma (incidentally it is rarely carci- 
nomatous) depends upon whether it is uni- 
lateral or bilateral and the age of the patient. 
If unilateral, unilateral salpingo-oophorec- 
tomy is sufficient. If the tumor is bilateral, 
then bilateral salpingo-oophorectomy and 
hysterectomy is indicated. Radiation therapy 
has little or no affect on the tumor as well as 
no affect on pseudomyxoma peritonei if it 
exists. 

In carcinoma of the ovary the treatment in 
general is surgical and radical. Many of us 
feel that though the carcinoma is limited to 
one ovary, the procedure should be bilateral 
salpingo-oophorectomy and total hysterec- 
tomy since 15 per cent of all ovarian tumors 
are malignant and 50 per cent are bilateral. 
In addition to this course of treatment, many 
surgeons follow through with deep x-ray 
therapy. In cancer with extensive secondary 
growth, it is the consensus that one should 
remove as much of the mass as possible with- 
out too great a hazard to the patient’s life. 
Such patients live for several years after re- 
moval of the tumor in part, and this removal 
seems to be of some psychologic importance. 
A further advantage of surgical removal of 
as much of the tumor as possible is that it 
gives greater accessibility to x-ray therapy. 
Finally, I wish to emphasize that to leave an 
ovarian carcinoma in situ without an attempt 
to remove as much of the tumor as possible 
and to depend upon x-ray therapy as the only 
treatment is inexcusable. 

Trying to ease the delivery of the tumor by 
aspiration with a trochar is condemned. It is 
impossible, in most instances, to avoid a leak 
around the trochar, spilling the tumor fluid, 
resulting in carcinomatous spread and possi- 
bly costing the patient her life. It is all im- 
portant to spend considerable time in the 
removal of some of these tumors to avoid 
breaking into them or rupturing their cap- 
sule. In fact, I have always stated that I 
would rather cancel my schedule and spend 
the morning trying to remove one of these 
tumors as a whole than to hasten the opera- 
tion and cause a break in it. 
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The prognosis of cancer of the ovary, when 
there is unilateral involvement, is 60 per cent 
for a 5 year period. When the involvement 
is bilateral, the salvage rate is 20 per cent. 


Teratoid dermoid tumors occur in child. 
hood and the reproductive period and make 
up 20 per cent of all ovarian tumors. They 
are usually unilateral, though are bilateral in 
25 per cent. The treatment is unilateral 
surgical removal if confined to one ovary, 
with inspection of the other ovary. Resection 
may be possible in one or both ovaries. The 
teratoma commonly seen in childhood is usu. 
ally unilateral and requires total removal of 
the ovary. 


The fibroma is benign, usually unilateral, 
and makes up 20 per cent of all ovarian 
tumors. The treatment is surgical removal. 

The masculinizing arrhenoblastoma ob- 
served in both the younger and older age 
group, is treated by a unilateral salpingo- 
oophorectomy, if the patient is young and the 
neoplasm is encapsulated. However, if pene- 
tration is observed, the treatment is radical. 
In older individuals, the penetration of the 
capsule or local invasion indicates that a pan- 
hysterectomy should be done. Recurrences 
are about 20 per cent. 


Thecal tumors are treated by oophorec- 
tomy, which usually suffices. These tumors 
are not malignant and are found after the 
menopause. The x-ray is not useful in the 
treatment of these tumors. 


The feminizing granulosa cell tumor is seen 
in all age groups, has a low grade malignancy, 
with a recurrence rate as high as 25 per cent. 
It is usually unilateral. The treatment is 
salpingo-oophorectomy if the tumor is encap- 
sulated and in the younger age group, other- 
wise panhysterectomy gives the best survival 
rate. Radiotherapy is ineffective. 


Dysgerminoma is common in children be- 
fore puberty and in young adolescents but is 
rare in adult women. In the treatment of 
this unilateral tumor in the young individual, 
a salpingo-oophorectomy may be done fol- 
lowed by periodic examinations. If evidence 
of recurrence should occur, x-ray therapy may 
be given, as these tumors are highly sensitive 
to it. In all other instances radical surgery, 
including a total hysterectomy and bilateral 
salpingectomy, is indicated followed by irradi- 


E 


956 VOLUME 49 DIFFERENCES OF OPINION IN GYNECOLOGY—Campbell 275 
len ation for evidences of extension or recur- _ of the possibility of the development of can- 
ent rence. cer in the cervical stump. However, it may 
ent The Brenner tumor is found in women be true that in some conditions, such as 
. beyond the menopause, has a 3 per cent endometriosis, inflammatory diseases and can- 
Id- incidence, is unilateral and benign. The  ér, a supravaginal hysterectomy might be the 
ake treatment is surgical removal. method of choice. 
rey Metastatic carcinomas and Carcinoma of the Cervix 
in the best treatment is a combination of surge : 
ral and x-ray treatment. — Another problem I would have liked to 
ry, An interesting tumor in this group is the discuss is the treatment of cancer of the cervix 
on Krukenberg type, which is usually secondary he ony had 
he ‘ 2 . : radium placement in the cervix without either 
to a carcinoma of the gastrointestinal tract, 
su- : ee x-ray therapy or its use several weeks or 
and I doubly emphasize, at this time, the : 
of . : . months after the local use of the radium, 
when there is marked extension of the tumor 
exploration of the organs in all carcinomas of Soin: p 
al ppp and the condition is hopeless. It is well known 
v6 ieee a that in the joint use of x-ray and radium in 
: Hysterectomy for Fibromyoma the treatment of carcinoma of the cervix, the 
| , y proper procedure is for the x-ray treatments 
»b- _ There are many other subjects which my tg be given prior to the local placement of 
ge time limitation does not allow me to discuss = odium. This is fundamental inasmuch as it 
d thoroughly, such as hysterectomy in the treat- —_ i; girected toward the extension of metastasis 
he ment of fibroids. This is being done all too of the tumor which will kill the patient if 
- frequently and unjustifiably, lending this pro- 0+ controlled. I have seen many patients in 
al. cedure to unfortunate criticism and discus- whom this mistake has been made. 
he sion by the laity and the press. The subject 
n- of unnecessary hysterectomy has been well Conclusion 
covered = Dr. I have attempted to rationalize some of the 
of és ane Norman Muller OF procedures both in diagnosis and treatment, 
BC Ann Arbor. ; including mistakes and omissions which are 
Irs When an abdominal hysterectomy is neces- commonly being made. We can all benefit 
he sary, I recommend a total hysterectomy over _from a discussion such as this, and this state- 
he a supravaginal hysterectomy, mainly because ment is applicable to myself as well. 
en 
Ys 
It. 
is 
P 
.T- On the Operation of Burning for Empyema 
" The most effective remedy which has been discovered for empyema is burning. 
. Wherefore the parts are to be burnt by applying the root of the long birthwort soaked 
in oil, so as to form eschars, one of which we must make between the junction of the 
e- clavicles, having stretched the skin upwards; and two small ones a little distance from 
: the chin and remote from the carotids; two of considerable size below the mammae, 
- between the third and fourth ribs; two others between the fifth and sixth, inclining 
of a little backwards; another at the middle of the sternum, and another above the mouth 
il, of the stomach, and three behind, one at the middle of the back, and two on each 
}- side of the spine, higher up than the eschar in the back, and not very superficial. 
Others, as Leonidas says, having passed a knobbed cautery, heated in the fire, through 
s the interstice between the ribs to the abscess, have carried the burning down to the 
ly pus. Some have dared to operate upon them by making a transverse incision, or one 
ye a little obliquely in the skin, between the fifth and sixth ribs, then perforating with 
y a knife the membrane lining the ribs, and thus evacuating the pus; but they and those 
1 who burn with iron to a considerable depth either occasion immediate death, the vital 
‘ spirit being evacuated with the pus, or occasion incurable fistulae. 
i- —From Epitome, by Paul of AXgina (607-690 A.D.) 
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Mastoiditis — A Continuing Problem: 


M. P. SPEARMAN, M.D., El Paso, Tex. 


The management of otitis media by chemotherapeutic means may permit the 
development of dangerous and prolonged illness because of the unrecognized 
inadequacy of such treatment in a purulent process. 


MANY MASTOID INFECTIONS are not being rec- 
ognized until the disease has progressed to a 
serious stage. If the physician places too much 
reliance upon the signs of mastoiditis as 
learned and accepted a decade ago, he will 
most certainly not recognize the disease as it 
exists today. There is an uncritical acceptance 
by many of the statement that mastoiditis has 
been eradicated by the antibiotics and the 
sulfonamides. Such assertions are encountered 
in many places, the current medical literature, 
discussions in scientific meetings, drug manu- 
facturer’s advertising, even television presenta- 
tions. There is a need for a revival of interest 
in and knowledge of mastoiditis, because as- 
suredly the disease does exist, and is more 
common than is generally supposed. Pro- 
longed nonrecognition of this infection, es- 
pecially in the child, may lead directly to 
deafness as an end consequence. Very likely, 
uncured mastoiditis is one of the chief causes 
of deafness in the young. 


Bushels of tonsils have been removed from 
children presenting middle ear symptoms with 
the expectation of improving the hearing. Ad- 
mittedly, this is not always sacrifice in vain, 
but all too often the desired benefits simply 
do not flow from tonsillectomy, adenoidec- 
tomy, nasal and sinus treatments, and so 
forth. There is, parenthetically, no disposi- 
tion here to discount the role of any of these 
procedures in the treatment of impaired hear- 
ing of the child. I am aware of the part 
played by allergies, heredity, viral diseases, 
tumors, drug sensitivities and the like in the 
production of deafness in the young. But in 
recent years there is increasing concern with 
the importance of unrecognized mastoiditis. 
It is somewhat alarming to note the present 
tendency of many to overlook the presence of 
this disease, a trend bolstered in large part by 
an almost unquestioning and complete faith 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


in the ability of the miracle drugs of 1955 
to accomplish anything, even to make up a 
deficit in cerebration. 

For a variety of reasons, the recognition of 
mastoiditis today depends upon somewhat 
different criteria than were useful a decade 
ago. Observations made in 51 cases during 
the past two years are recorded here in the 
hope that this may be of instructional useful- 
ness to others. In none of the patients in this 
series was myringotomy done. They were all 
treated medically, most of them with penicil- 
lin, others with the entire list of antibiotics. 
Many were self-referred, in fact, very few were 
sent to the otologist with even a hint that 
mastoiditis was suspected. Mastoidectomy was 
finally done upon each one. 


There are many reasons for the failure of 
an antibiotic to clear up an otitis media and 
prevent mastoid infection. The infecting or- 
ganism may not be susceptible to the chosen 
drug, the dosage may be insufficient, there 
may be a pool of fluid in the middle ear, in 
which event surgical drainage must still be 
done as in the past. It is emphasized that there 
is no disposition whatsoever to minimize the 
value of chemotherapy in diseases of the ear, 
but it is felt that blind reliance upon this 
medical type of treatment may lead to dis- 
aster. It is courting trouble to treat otitis 
media with chemotherapy just to the point at 
which fever and pain subside. That may be 
as futile as shooting straight up in the air, 
hoping to hit a duck which might or might 
not be in the path of the blast. Myringotomy, 
x-ray studies and very sharp evaluation of 
the case history are among the procedures of 
usefulness in the management of otitis media. 


Diagnosis 
Textbooks have outlined the signs of mas- 
toiditis as: (1) pain, (2) fever, (3) cervical 
adenitis, (4) otorrhea, (5) convulsions, (6) 
vomiting, (7) vertigo, (8) swelling of the ex- 
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ternal canal, (9) distortion of the membrano- 
cartilaginous portion of the canal, (10) auric- 
ular displacement, (11) redness of the drum, 
(12) perforation, (13) tenderness on deep pal- 
pation, (14) conductive deafness, (15) leuko- 
cytosis, (16) postauricular edema, (17) head- 
ache, (18) stiff neck, and (19) anorexia. To 
these may be added: (1) insomnia, (2) irrita- 
bility, (3) failure to gain weight or actual loss 
of weight, (4) lassitude, (5) disinterest in 
usual pleasurable pursuits, (6) pallor, and (7) 
crying out in sleep. 

In most cases in this series many of the 
textbook criteria have been absent. The 
diagnosis has rested principally upon: (1) a 
history of repeated attacks of otitis media 
(with or without otorrhea) treated in the 
usual medical manner with antibiotics or the 
sulfonamides; (2) a gradual development of 
insomnia, disturbed rest, weight loss, lack of 
concern with usual pursuits such as play; (3) 
an increased tendency to catch cold; and (4) 
a peculiar, generalized haziness of the roent- 
genogram of the affected side, with very rare 
evidence of cellular destruction. In many pa- 
tients the drum appeared to be normal in 
color and contour. Percussion would some- 
times elicit tenderness not shown on palpa- 
tion. Some of the patients had been ill inter- 
mittently over one or two years before the 
diagnosis was made. Again, most of the cases 
exhibited but few of the textbook criteria. 
Reliance upon those signs would have led to 
failure in bringing the required procedures to 
the benefit of the patient. 


Typical Cases 


Case 1. W. F., age 4 years. Early in December, 1953, 
she had an acute cold and developed earache on the 
right side. She was given two injections of penicillin 
by her family doctor. The symptoms subsided prompt- 
ly. Two weeks later the episode was repeated and 
again she appeared to be well. Two weeks after this 
recovery the identical sequence of events took place. 
Each illness was treated with two injections of peni- 
cillin. There was no discharge from the ear at any 
time. She began to lose weight, had no appetite, 
wanted to doze and remained lying down most of the 
day. Her sleep was fitful, being interrupted with night- 
mares nearly every night. 

I first saw her in March, 1954. The eardrum was 
intact and of normal lustre. There was some tender- 
ness behind the right ear on percussion; no adenitis 
was present. The canal appeared to be normal. A 
Toentgenogram showed wide haziness of cell outline in 
the right mastoid. Operation was done the next day, 
and moderate cellular destruction was found despite 
the failure of the roentgenogram to show it. A long 
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string of tenacious mucoid material was sucked out of 
the aditus; the walls of the cells were soft and con- 
tained a gray amorphous jelly. Closure was without 
drains. She was discharged from the hospital two days 
later. All sutures were removed on the sixth post- 
operative day. 

She was seen the following month and again six 
months later. She had gained weight, brightened up 
and was free from symptoms. 


Comment. This case demonstrates well 
that too much reliance must not be placed 
upon classical signs and symptoms. Another 
point of interest is that the roentgenogram 
may often fail to indicate the actual amount 
of destruction present in the mastoid cells. 

Case 2. W. M., age 6 years. At age 2, while living 
in New England, he developed an acute cold, with 
fever and pain in both ears. Penicillin was given upon 
several occasions, and a sulfonamide was given by 
mouth. The left ear discharged for several weeks and 
then “dried up.” He was treated in a similar fashion 
for another respiratory infection later that winter and 
again the ear “dried up.” A tonsillectomy was done in 
the spring. The parents thought that the boy was 
somewhat deaf and therefore an otologist was con- 
sulted. He applied x-ray treatment to the nasopharynx. 
Later, another consultant treated the same area with 
radon applicators. During all this time there was in- 
creasing anorexia, insomnia, and listlessness. The ear 
remained free from discharge. 

The family was transferred to the Southwest and, 
after several months of no improvement in the gen- 
eral symptoms, brought the boy to my office. The left 
drum was dull, intact and of a rather dirty purple 
color. There was no discharge nor tenderness. 

A mastoidectomy was done, demonstrating wide de- 
struction of the cell partitions, an abundant gray jelly 
but no pus. A thick string of gray mucoid material 
was sucked out of the aditus. The wound was closed 
without drains. The patient was discharged from the 
hospital and sutures were removed on the fifth post- 
operative day. 

He was seen at intervals for several months, and it 
was found that the weight increased, the appetite 
being astonishing and gratifying to the parents. There 
has been no further illness. 


Comment. The diagnosis in this patient 
was not made until a rather serious stage had 
been reached in the disease. One wonders for 
what purpose repeated radiation was given to 
the nasopharynx. Again, the roentgenogram 
did not hint at the wide destruction found 
to be present at operation. A combination of 
guide-posts seems to be of more value in 
reaching the diagnostic goal than any one or 
two markers. 

Case 3. W. M., age 5 years. Six months before my 
examination he had an acute upper respiratory infec- 
tion, being confined to bed for about seven days. He 
was given several injections of penicillin. The left ear 
discharged pus for three or four days, then stopped. 
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Not regaining his usual boisterous habits of alertness 
and hard play, the parents became concerned. He lost 
about 15 pounds in weight, and rarely slept the night 
through. He wanted to stay in the house during the 
day, and cared nothing about food or play. After a 
month of these symptoms, he was examined by an- 
other physician who prescribed treatment for anemia. 


Several months after this he was brought to my 
office. No improvement had been noted in his general 
condition; in fact, his course now appeared to be 
downhill. Examination showed a small perforation in 
the posterior inferior quadrant of the left drum 
through which issued a thin serous fluid; the canal 
was normal. There was no postauricular edema or dis- 
placement of the auricle, nor could tenderness be 
elicited. The roentgenogram showed haziness of the left 
mastoid with questionable destruction of a small area 
in the tip. Operation was performed on the left mas- 
toid, and it was found that the entire structure was 
necrotic with the lateral sinus exposed. Pus was en- 
countered, along with the peculiar gray jelly noted in 
other cases. Closure was without drains. Three days 
later he was discharged from the hospital. Sutures were 
removed two days after that. 


He has been seen several times since, and six months 
after the operation he had gained 25 pounds, was very 
alert, rested well, played hard, in short behaved like a 
normal boy should. The anemia had disappeared. 


Comment. This patient was dangerously 
ill when first seen. He was self-referred since 
the possibility of mastoiditis had not been 
considered, and one of the first consultants 
was quite astonished by the turn of events, 
and required a short lesson in anatomy, 
pathology and physiology of the ear. 


Case 4. W. F., age 4 years. Five weeks prior to ad- 
mission she was treated for an acute cold and earache 
on the left with two injections of penicillin and 
symptoms subsided for about two weeks. Then a thin 
discharge drained from the left ear. For a few days 
she appeared to be well. Intermittent flashes of sharp 
pain now began in the left ear, she was restless, and 
tossed about and cried out in her sleep. By this time 
she had lost her appetite and was quite weak. During 
the entire course of illness eardrops had been used 
twice daily. 

Examination showed a small perforation in the 
posterior superior quadrant of the left drum, through 
which drained a thin, blood-tinged fluid. The canal 
wall was wet and slightly edematous. Very little ten- 
derness could be shown on percussion over the mastoid. 
The roentgenogram showed haziness of the left mas- 
toid with no signs of cellular destruction. 


A mastoidectomy was done, and demonstrated very 
marked destruction of the cells, with abundant gray 
jelly in the spaces. A string of this material extended 
into the aditus. Closure was without drains. She was 
discharged from the hospital on the third postoperative 
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day, with an enormous appetite. She was seen at inter- 
vals for three months and continued to be free of 
trouble. 

Comment. Again, this is a patient who was 
treated with antibiotics and a sulfonamide and 
who continued to progress to a dangerous 
stage. Partial reliance was placed upon ear. 
drops throughout the course. Surgical inter. 
vention was indicated some time before it was 
finally carried out. 


Summary 


In reviewing a series of 51 cases of mastoid- 
itis covering the past two years, it is apparent 
that there is a widespread tendency to over- 
look the possibility of the presence of this 
disease. 


There emerged a pattern sequence of acute 
upper respiratory infection, earache, penicil- 
lin, sulfonamide, eardrops and cessation of 
acute symptoms. Then follows recurrence of 
ear pain, anorexia, insomnia, listlessness, and 
more medical treatment. 

At some point in this sequence, if proper 
evaluation of the history and the current signs 
is made, the diagnosis of mastoiditis can be 
established. A simple mastoidectomy need not 
be a formidable procedure, and doubtless 
should be performed oftener than it is. 


Typical cases, chosen from many quite 
similar to these, illustrate and emphasize the 
point that mastoiditis is still with us, that it 
is not particularly difficult to identify if one 
is at all alert, and that it is still a surgical 
disease and must be handled as such. 


Reliance upon medical procedures only, in 
the treatment of otitis media, so very often 
leads into blind pathways, resulting in un- 
necessary prolongation of illness and conse- 
quent danger to the patient. Despite the 
gratifying results obtained in treatment of 
acute bacterial diseases with the antibiotics 
and the sulfonamides, it should be eternally 
in mind that pus in a cavity is still a surgical 
problem. 


Mastoiditis is not a disease of the past, de- 
spite the advances of medicine in the field of 
chemotherapy; it is a continuing problem and 
we must be mindful of it. 
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Cutaneous Windows to Internal 


Disease* 


MARCUS R. CARO, M.D., Chicago, IIl. 


The author reviews the cutaneous manifestations of systemic disease. 


ONE OFTEN HEARS that “there is more to der- 
matology than meets the eye.” This state- 
ment may well be a truism, but to me it 
seems to carry the connotation of surprise 
that it should be true. It makes me wonder 
whose eye is meant and what has that eye 
been trained to recognize? If it belongs to a 
physician to whom all dermatoses are either 
rashes or bumps and are divided into those 
that either do or do not get well with corti- 
costeroids, then there is much more to derma- 
tology than meets that eye. For the derma- 
tologist, however, who has been trained under 
a comprehensive program that is approved by 
the American Board of Dermatology, the eye 
meets and recognizes much more than would 
seem to be apparent on the surface. To a 
trained observer the cutaneous lesion very 
often is but a window which permits the 
light of a searching examination to shine 
upon disease processes that may be present 
within. 

The identification of dermatologic dis- 
orders is based primarily upon a morphologic 
description of the lesions and their differen- 
tial diagnosis. For this purpose one cannot 
stress too strongly the need for a complete 
examination of the entire cutaneous surface 
and the presence of adequate light. Not only 
must the dermatologist ascertain the distri- 
bution of the eruption, the primary and sec- 
ondary lesions and any special diagnostic 
configurations, but he also depends consid- 
erably upon the color of the lesions, and that 
can be interpreted correctly only by daylight 
or other adequate illumination. The viola- 
ceous color of lichen planus, the coppery 
color of secondary syphilis and the pinkish- 
red of pityriasis rosea are often distorted 
beyond recognition by poor lighting, while 


*Read before the Section on Dermatology and Syphilology, 


Southern Medical Association, Forty-Ninth Annual Meeting, 
Houston, Tex., November 14-17, 1955. 


the palmar erythema seen in liver disease and 
aortic stenosis may be made invisible. 

In the time available it will be impossible 
to discuss all of the cutaneous lesions that are 
associated with internal disease. With the ex- 
ception of contact dermatitis, superficial 
parasitic infestations, some superficial pyo- 
genic and fungus infections and some tumors 
which may be strictly local in the skin, all 
dermatoses may at times be the cutaneous 
counterparts of lesions of internal organs, 
or they may be consecutive upon changes 
in the skin that are produced by systemic 
disease. Diagnosis of diseases of the skin 
depends largely upon visual memory. There 
are no words that can be imprinted upon 
that memory as vividly or as lastingly as a 
good photograph of a well-selected case. 

Itching is a common symptom of systemic 
disease and it often precedes any other visible 
manifestations. If local causes can be ruled 
out, such as the senile skin, bath itch, winter 
itch and the like, one must always keep in 
mind and examine for evidence of diseases 
of the liver and kidneys, lymphoma, diabetes 
mellitus or hyperthyroidism. 


Pigmentation of the skin or mucous mem- 
branes may represent the local deposition of 
metals such as silver, bismuth or gold, and 
these may often be identified by a darkfield 
examination of a section. In hemochromatosis 
the hemosiderin pigment can be stained by 
Perl’s prussian blue reaction. Deposition of 
melanin in the skin and mucous membranes 
is seen in Addison’s disease and following 
encephalitis, and pigmented macules are seen 
on the lips and in the mouth in cases of in- 
testinal polyposis. 


In acanthosis nigricans there is pigmenta- 
tion on the flexures, axillae, neck and often 
under the breasts and there is a papilloma- 
tosis on the affected sites that gives them a 
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velvety feel. In the adult form of this disease 
there is often present an underlying malig- 
nant tumor of some internal organ. 


The presence of visceral malignancy may 
occasionally manifest itself by a persistent 
erythema multiforme. In a recent case in 
which the lesions of erythema multiforme had 
been present for several months, a laparot- 
omy revealed a carcinoma of the colon with 
extensive metastases. Paget’s disease of the 
nipple may be mistaken for an eczema, but 
such a lesion that does not respond quickly 
to topical ointments should be examined his- 
tologically. In two cases seen recently far 
advanced carcinoma of the breast was found 
in patients whose diseased nipples were being 
treated with ointments. Carcinoma of the 
breast may also produce metastases to the 
scalp, where they are seen as discrete hard 
papules whose surface is devoid of hair. 


Various blood dyscrasias may be accom- 
panied by dermatologic lesions. In polycy- 
themia vera the face often shows a rosacea- 
like picture, the glossitis of pernicious anemia 
is well known, leg ulcers are common mani- 
festations of sicklemia, and persistent eczema 
of the neck is seen frequently in anemic pa- 
tients. 


Cutaneous lesions are common in the leu- 
kemias, lymphosarcoma, mycosis fungoides, 
Hodgkin’s disease and Kaposi’s sarcoma. 
Occasionally cases have been seen in which 
a biopsy of a cutaneous lesion showed the 
diagnostic histopathologic picture before a 
diagnosis could have been made from the 
peripheral blood or a smear of the bone mar- 
row. Cases have been studied in which the 
cutaneous, hematologic, and histopathologic 
pictures have varied, so that at one time a 
diagnosis of lymphosarcoma could be made, 
at another lymphocytic leukemia. A biopsy 
should be performed in all cases of exfolia- 
tive dermatitis, for a generalized erythro- 
derma is seen at times as an early manifesta- 
tion of lymphoma. Herpes zoster, especially 
of the hemorrhagic type, is occasionally seen 
in cases of lymphoma. 


Diseases of metabolism are often brought 
to light by the cutaneous lesions that they 
produce. The tophi of gout, lesions of calci- 
nosis cutis, and lesions of myxedema are often 
diagnosed on gross inspection or on biopsy. 
The xanthomas are the most common lesions 
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in this group and their diagnosis is generally 
apparent on simple inspection. In every pa. 
tient with xanthoma a thorough investigation 
should be done. In many there will be found 
profound changes in the chemical content of 
the blood and often there is a great increase 
in cholesterol and its esters. Many of these 
patients are candidates for hypertension, dia- 
betes mellitus or coronary disease. It is a 
grave error to treat patients locally for xan- 
thelasma, for example, and to ignore the pro- 
found underlying pathologic processes that 
may have been responsible for producing the 
cutaneous lesion. 


In diabetes one occasionally may also see 
the yellowish-brown sclerotic patches, particu- 
larly on the legs, of necrobiosis lipoidica dia- 
beticorum. These can be diagnosed grossly 
and on biopsy, and on several occasions such 
a diagnosis has led to the uncovering of an 
unsuspected diabetes mellitus. 


Diabetics have a low resistance to infections 
and they are prone to develop boils and 
mycotic infections. A very common compli- 
cation of diabetes is infection by Candida 
albicans to produce lesions of erosio-inter- 
digitalis saccharomycetica, chronic parony- 
chia, perleche, moniliasis under the breasts, on 
the vulva, about the anus and on all the folds 
of the skin. In every case of boils and Candida 
infection one should perform a urinalysis and 
if possible a chemical examination of the 
blood, for each is a diabetic suspect. 


Of the deep fungus infections blastomy- 
cosis and coccidioidal granuloma may at times 
produce cutaneous lesions that may explain 
hitherto baffling systemic symptoms. In a 
recent patient hemoptysis and a roentgen- 
ologic finding of a lesion in the lung sug- 
gested the presence of a bronchogenic carci- 
noma. Fortunately the patient developed a 
pustule on the nose before any surgical pro- 
cedures were carried out and the finding of 
blastomyces in the pustule led to the diag- 
nosis of his blastomycosis of the lung. 


The characteristic lesions of tertiary syphi- 
lis or the diagnostic scars that are left may be 
helpful in leading to the diagnosis of late 
visceral syphilis. Tuberculosis of internal or- 
gans may also be found after the identifica- 
tion of tuberculous lesions in the skin or at 
the orifices. 


While Bockhardt’s impetigo is a superficial 
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y folliculitis and is generally of little conse- tension, diabetes mellitus and profound vas- 
7 quence, occasionally these lesions may be fol- _ cular changes throughout the body. 

1 lowed by nephritis or even sepsis in cases in A vivid landmark that serves as a reminder 
1 which the infection does not remain confined —_ of some profound sudden illness is seen in 
f to the skin. Conversely, in cases of ulcerative Beau’s lines on the nails. Coronary infarction 
e colitis large undermining ulcers may develop may produce transverse ridges or discolora- 


in the skin and their course is often parallel 
to the activity of the colitis. 

Juxta-articular nodes should be explained. 
These firm masses that are seen at the joints 
may be associated with rheumatoid arthritis, 
but they may also be manifestations of xan- 
thomas, leprosy, late syphilis or yaws. A 
biopsy is often necessary for final diagnosis. 

Sarcoid is a disease of still undetermined 
etiology. The cutaneous lesions may be small 
papules or they may produce large disfiguring 
masses. Lesions may also involve the parotid 
glands, lymph nodes, eyes, bones and espe- 
cially the lungs and in some of the extensive 
cases the prognosis is poor. 

The so-called collagen diseases form a large 
group in which the cutaneous lesions are im- 
portant in leading to the correct diagnosis, 
but it is their counterpart in the internal 
organs that is responsible for the serious prog- 
nosis. Lupus erythematosus, dermatomyositis 
and scleroderma are dissimilar in their clini- 
cal appearance and histopathologic features, 
yet they probably have in common the in- 
volvement of the collagenous tissue and time 
may yet produce some common etiologic fac- 
tor for all. 

In pseudoxanthoma elasticum, changes in 
the elastic fibers of organs other than the skin 
may produce angioid streaks, and may also 
be responsible for the development of hyper- 


tions as may pneumonia or any other serious 
illness. 


Structural changes in the skin that may 
be associated with internal disease are ade- 
noma sebaceum with tuberous sclerosis of the 
brain, cutis verticis gyrata with diseases of 
the pituitary gland, port-wine stains occa- 
sionally with calcified lesions in the brain 
and von’ Recklinghausen’s disease with 
changes in the central nervous system. 


The skin is also of great diagnostic im- 
portance in the acute exanthemata, the ery- 
thema group, many systemic infections, aller- 
gic diseases, vitamin deficiency states, reticulo- 
endotheliosis, endocrine disturbances, a great 
variety of drug eruptions and self-induced 
eruptions. 


It is important not only to recognize the 
systemic connotations of many dermatoses, 
but also to recognize those cutaneous lesions 
which are not related to any underlying sys- 
temic disease. I was recently asked to examine 
a group of patients who were being subjected 
to a battery of tests and were diagnosed as 
representing cases of lupus erythematosus. Of 
the first four patients examined one turned 
out to be a case of rosacea, one seborrheic 
dermatitis and one had a cellulitis secondary 
to infected herpes simplex. 

It is true that there is more to dermatology 
than meets the eye—of one who is not a 
dermatologist. 


Francis Rynd on the Subcutaneous Introduction of Fluids 
The subcutaneous introduction of fluids, for the relief of neuralgia, was first 


practised in this country by me, in the Meath Hospital, in the month of May, 1844. 
The cases were published in the “Dublin Medical Press” of March 12, 1845. Since 
then, I have treated very many cases, and used many kinds of fluids and solutions, 
with variable success. The fluid I have found most beneficial is a solution of morphia 
in creosote, ten grains of the former to one drachm of the latter; six drops of this 
solution contain one grain of morphia, and a grain or two, or more, may be introduced 
in cases of sciatica at one operation, with the very best effects, particularly if they are 
of long standing; or even in cases of tic in the head and face, with equally beneficial 
results. The small instrument is for operations on superficial nerves, the larger one for 
deep-seated nerves; for though it is not necessary to introduce the fluid to the nerve 
itself to ease pain, still the nearer to the seat of pain it is conveyed, the more surely 
relief is given. 
—From Dublin Quarterly Journal, 32:13, 1861. 
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Rehabilitation Versus Compensation’ 


W. G. THUSS, SR., M.D.,¢ Birmingham, Ala. 


Efforts at rehabilitation of the injured or chemically ill person have made great strides 
in recent years. Further progress is necessary in an aging population both from an 


economic and psychotherapeutic viewpoint. 


CURATIVE MEDICINE, surgery and preventive 
medicine have made and are continuing to 
make great advances. Only recently has the 
third phase of medical care or “rehabilita- 
tion,” which takes the patient from bed to job, 
been making similar progress.11° Some of the 
reasons why it is better to rehabilitate an 
employee rather than merely pay him for his 
injury and forget about it will be briefly dis- 
cussed. To rehabilitate an employee success- 
fully requires the cooperation and understand- 
ing of practicing physicians and others en- 
gaged in various phases of medical treatment, 
the insurance company, the claims adjuster, 
attorneys, and most important of all, a well 
motivated patient. 

Work is one of the most important things 
to man, and one of the chief contributions 
made by the field of Physical Medicine and 
Rehabilitation has been the demonstration 
that few men are so disabled that they can- 
not learn to use their remaining capacities in 
some kind of work.* The increasing interest 
among physicians, other professions and the 
public in the medical, social and economic 
values of rehabilitation has resulted in an in- 
creasing demand for rehabilitation services.* 

Since rehabilitation requires the combined 
efforts of many disciplines and a substantial 
investment in time and money, the individual 
disabled, management, the insurance company 
and others concerned, all have a legitimate 
demand to ask whether rehabilitation is worth 
the effort and expense necessary for its opti- 
mum results. 


Workmen’s Compensation 


The history of the development of the con- 
cept of workmen’s compensation is an inter- 
esting one.*:*18 The development from the 


*Read before the Section on Industrial Medicine and Sur- 
gery, Southern Medical Association, Forty-Ninth Annual Meet- 
ing, Houston, Tex., November 14-17, 1955. 


+From the Thuss Clinic, Birmingham, Ala. 


days when accident and disability were re- 
garded as the normal risk of any job to be 
assumed by the worker, to the present con- 
cept of disability being assumed by the em- 
ployer is part of the story of modern indus. 
trial progress. Even before 1900 there was 
no backwardness in the inauguration of occu- 
pational health measures, as shown by a re- 
cent bibliography of over 200 entries regard- 
ing occupational health publications in the 
United States prior to 1900.17 

Acceptance that financial and medical ben- 
efits must of necessity be provided for injured 
workers in an efficient, dignified and definite 
form resulted in workmen’s compensation 
laws being enacted by the various states and 
by the federal government.1!,1* The first Fed- 
eral Employers Liability Act was passed in 
1918. Between 1911 and 1920, eight states 
had worker’s compensation laws and the last 
state to enact one was Mississippi in 1949. 
By 1953, nineteen states had provided reha- 
bilitation as part of the workmen’s compensa- 
tion laws. These laws vary from excellent to 
grossly inadequate by present day standards.'® 
Many compensation laws were modeled after 
New York State laws which did not provide 
for domestic or agricultural workers. 


Medical concepts relating to injury have 
also changed during this period. The an- 
atomic concept of medicine with its emphasis 
on descriptive anatomy as regards injury in 
the beginning of the century has changed to 
that of interest in the residual function ra- 
ther than merely a description of the devi- 
ation from a supposed perfect anatomic re- 
lationship.® 1° Schedules were drawn up 
awarding cash settlements depending on the 
percentage of disability. That these concepts 
were useful, there is no doubt but they are 
being replaced by recent advances with bene- 
fits of far greater practical value to both the 
injured worker and to his employer. 
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Extent of Disability 


It has been reported that there is an in- 
dustrial accident in the United States every 15 
seconds, making 5,700 every day and over 
2,000,000 per year. Of these, 90,000 result in 

rmanent injury and the rest are believed to 
be capable of 
nomic loss to the workers has been estimated 
as 2.7 billion dollars per year with twice as 
much loss to production. The ratio of off-the- 
job to on-the-job accidents has recently been 
increasing and is now two to one. This de- 
creasing industrial rate can be directly at- 
tributed to industries’ extensive health and 
safety programs. 

Absenteeism, which is directly and indirect- 
ly related to accident disability, has now 5 
to 10 per cent occupational origins and 90 
to 95 per cent nonoccupational origins. There 
are 400 to 500 million man-days lost per year 
due to absenteeism which is equivalent to 
2,000,000 workers laid off for one year. Dur- 
ing World War II plant absenteeism ran 
around 2 to 3 per cent with some plants hav- 
ing 4 to 6 per cent. Thus any absenteeism 
over 5 per cent is indicative of the need for 
a good look into the health plans of the work- 
ers.5: 14 

These figures are perhaps staggering to the 
imagination but they show that occupational 
sources of disability are decreasing. They are, 
however, related to a similar and much 
greater problem of the increasing incidence 
of chronic disease and disability. 

In 1940, 26 per cent of the population was 
over 45 years of age and required 50 per cent 
of the medical services. By 1980 it is esti- 
mated that 50 per cent of the population 
will be over 45 years of age. At the present 
time incomplete estimates show 20 to 25 mil- 
lion individuals in the country who are handi- 
capped to some extent by accident, dis- 
ease, maladjustment or war.*-#.6 Many of these 
can be rehabilitated with proper treatment, 
self-care, sheltered work shops, and partial or 
full employment. 

Rehabilitation is the answer to both occu- 
pational disability and chronic disease. It can 
lead to varying degrees of self-sufficiency and 
increased productivity. Otherwise the increas- 
ing number of nonproductive workers will 
become unbearable both economically as well 
as socially. 
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The overwhelming numbers of disabled do 
not necessarily have to be dismayed as there 
is “hope for the handicapped” in a program 
of rehabilitation with benefits possible to all 
except a very small number. 


Industry, thus, has an important stake not 
only in rehabilitating occupationally disabled 
workers, but also in individuals with non- 
occupational injuries and those incapacitated 
by chronic disease. The economic feasibility 
and even economic necessity of rehabilitation 
of these great sources of productivity cannot 
be left to waste away. 


Rehabilitation 


Rehabilitation is one of the newest and 
oldest fields of medical therapy.'®*4 It is new 
in that it has been employed extensively in 
medical practice only in the past decade. It 
is old because physical agents have been em- 
ployed since the beginning of time and they 
are now assuming their rightful position in 
medical care.'° In doing so, it has evolved 
a new discipline utilizing knowledge and 
technics gained from many sources. 

Some efforts were made with rehabilitation 
after World War I, but it was not until the 
impetus of World War II that rehabilitation 
made rapid advances with spectacular results. 
The military and Veterans Administration 
programs demonstrated that planned, inte- 
grated programs of convalescent care, stress- 
ing activity as an accessory to definitive treat- 
ment could reduce hospitalization and prevent 
the harmful psychologic sequelae that resulted 
from extended hospitalization..° The excel- 
lent results obtained with even the severest 
injuries such as paraplegia showed that these 
results can be equally duplicated with lesser 
injuries. It is important, however, because of 
the excellent results obtained with paraplegics 
and amputees, that we do not think of re- 
habilitation as only concerned with these rel- 
atively rare severe injuries.2? In reality re- 
habilitation is the final phase of treatment 
of every patient and the degree to which it 
must be applied varies with the nature of the 
disability. All practicing physicians with a 
basic knowledge of the technics involved can 
meet the needs of most patients with minor 
disabilities.* Severe cases can be started in 
their rehabilitation by allaying fear, giving 
understanding, courage and hope predicated 
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on a knowledge of what lies ahead. Explana- 
tion of the nature and extent of the dis- 
ability in terms of the effect on the vocational, 
social, economic, family and personal life of 
the patient is essential. Regardless of the type 
of disability, the physician should follow 
through on the proper referral so that the 
patient may have the full advantage to bene- 
fit from rehabilitation procedures. This re- 
quires the full cooperation of all groups con- 
cerned and medicine must assume the lead- 
ership. 

There were other efforts of rehabilitation 
between the two wars and Kessler’-18 has de- 
scribed a program in existence in New Jersey 
from 1919 to 1942. He later gave valuable 
contributions to similar work in the Navy. 
Physical restoration, vocational training and 
placement were the elements of this program. 

Rehabilitation thus involves using all the 
skills necessary in getting the patient from 
bed to job. It requires a comprehensive pro- 
gram of physical reconditioning, psychologic 
reconditioning, prevocational retraining and 
short work experience, and resocialization 
and reorientation all functioning more or less 
simultaneously. Medical care, physical ther- 
apy, Occupational therapy, speech and hear- 
ing, social work, adult education, vocational 
counseling and psychologic services may all 
play their part. 

Physical retraining in the skills necessary 
for carrying on the activities in daily living 


and common to all types of work are usually . 


indicated. The handicapped must be retrained 
to walk and travel, to care for daily needs, to 
use the normal methods of transportation, to 
use ordinary facilities to apply and remove 
his own prosthetic device and to communi- 
cate either orally or in writing. These are 
such simple things that they are frequently 
overlooked, but the personal, vocational, and 
social success of the handicapped person is 
dependent upon them. 


This emphasis on immediate and continu- 
ing activity is of the greatest importance in 
preventing secondary changes with disability 
sometimes more devastating than the basic 
trauma.*3 Inactivity in bed may cause cir- 
culatory deficiencies and stasis resulting in 
degenerative changes with progressively in- 
creasing fibrosis, thickening of joint capsules 
and ligaments, and softening with distortion 
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of normal relationships of muscles and ten- 
dons. The potential crippling effects of dys. 
function and malposition demand the antici- 
pation and prevention of these disabling com. 
plications. In practice the most brilliant di- 
agnostic skills and therapeutic approach may 
be wholly nullified by failure to note the 
stealthy encroachment of secondary pathologic 
changes so frequently irreversible, and what 
is more vital, so utterly unjustifiable since 
they are preventable. 

Many of these complications can be mini- 
mized or wholly prevented by alert nursing 
and timely intensive therapy. Methods of an- 
ticipating and preventing bed sores, damage 
to peripheral nerves from compression by 
casts or restrictive bandages and acute phle- 


bitis are all part of preventive rehabilita- 
tion.2: 6.7, 10, 14, 23, 33 


An example will illustrate the full range 
of possible requirements:?7 

A telephone pole climber fell and fractured 
his twelfth thoracic vertebra with resulting 
analgesia, anesthesia, bladder and bowel in- 
continence, and motor paralysis below that 
level. Services mobilized consisted of: (1) ade- 
quate first aid; (2) acute surgical, medical, 
and nursing care at the community hospital; 
(3) social service; (4) interested employer; (5) 
State Industrial Commission; (6) insurance 
company; (7) Division of Vocational Rehabil- 
itation; (8) vocational testing and guidance; 
(9) physical medicine and rehabilitation; and 
(10) perhaps most important, a well-motivated 
patient. 

A comparison of the financial costs of, (a) 
his total care with rehabilitation, and (b) 
estimated total care and compensation under 
existing schedules is given below: 


a. Total care and rehabilitation 


Hospital and doctor $3,399 
Compensation—family 797 
Cost service rehabilitation 233 
Final settlement (15 per cent) 1,276 

Total $5,706 


b. Estimated total care and compensation 


Hospital and doctor $4,000 
Compensation—family 1,040 
Final settlement (90 per cent) 7,656 

Total $12,696 


Alass 
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There was a net saving of $7,500. Ten months 
after injury the patient was fully employed 
with a residual disability of 15 per cent. The 
above figures do not take into account the ad- 
vantage of having the patient back as an 
employee nor the social and economic prob- 
Jems of an employable person with a 90 per 
cent disability which might have taken place 
under the old “compensation and forget ‘em.” 
This patient of course, had a severe injury 
and patients with less severe injuries will 
require less extensive treatment. 


Rehabilitation Results 


In the nine years 1941-1952, State and Fed- 
eral programs rehabilitated 470,000 men and 
women successfully for employment. Earn- 
ings of these individuals during this period 
totaled 72.5 billion dollars with the payment 
of 221 million dollars as federal income taxes 
(this latter figure was half again as much as 
spent on the program).* 

In 1952, 88 State and Federal vocational 
and rehabilitation programs rehabilitated 
63,632 out of 228,000 men and women at a 
cost of 32 million dollars. Those rehabilitated 
had an annual income in excess of 115 mil- 
lion dollars and in the first year paid 10 mil- 
lion dollars in federal income taxes with an 
estimated 270 million dollars to be paid dur- 
ing their work life. At this rate the govern- 
ment is receiving from the successfully re- 
habilitated $12 in federal income taxes for 
each $1 in federal money spent. Thus in a 
purely financial way the benefits of rehabilita- 
tions are apparent. The economic value can 
be extended if we realize the increased pro- 
duction made possible by having these people 
back in the labor market.* Investment in re- 
habilitation costs impressively demonstrates 
that the social and economic returns on these 
investments far outweigh their costs. 


It has been estimated that 250,000 persons 
of working age each year ‘“‘become in need of 
vocational rehabilitation by reason of acci- 
dent disability.’”° How many can be rehabili- 
tated to partial or full employment or even 
self-sufficiency is not known. 


Since rehabilitation is economically feasible, 
if not an economic necessity, the problem is 
one of expanding and developing present fa- 
cilities in the direction which will give op- 
umum results. 
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Rehabilitation—Present Facilities 


In addition to the elaborate facilities for 
physical medicine and rehabilitation in the 
Armed Forces and Veterans Administration 
there are several other notable examples:*8 
Institute of Physical Medicine and Rehabili- 
tation; New York University-Bellevue; Kess- 
ler Institute in New Jersey;*:18 the State Mu- 
tual Life Insurance Company’s facilities at 
Chicago and Boston,’ and lately the facilities 
of the United Mine Workers of America. 
These latter facilities are complete compre- 
hensive programs serving large populations. 
In smaller communities local facilities can be 
successfully pooled and rehabilitation services 
expanded. An example of this latter has been 
done in Birmingham, Alabama, as well as 
other places.?® 


Rehabilitation and Total Medical Care 


Industrial medicine must progress and ex- 
pand and in so doing it must guide the direc- 
tion of growth for the maximum benefit. Its 
primary objective is to increase work efficien- 
cy, thereby increasing production and decreas- 
ing costs. The various directions that indus- 
trial medicine has taken in the past and this 
relation to rehabilitation will be summarized 
briefly:5 

1. Early work involved surgical and medi- 
cal services with rehabilitation of employees 
injured on duty when possible. Primarily a 
patchwork job. 

2. Injuries were prevented by control and 
improvement in the environment by the in- 
dustrial hygiene and safety programs. 

3. There was a periodic check-up of known 
hazards. 


4. With the control of the environment in- 
sufficient, pre-employment and preplacement 
examinations insured fitting men into the 
appropriate job. Although this is now rou- 
tine it was resisted for a long time, particu- 
larly by labor, until it was demonstrated that 
both labor and management gained. 


5. Periodic medical examinations, particu- 
larly of key personnel, done to detect incipi- 
ent chronic disease and institute therapy be- 
fore the disorder produced irreparable dam- 
age. Early detection is a prerequisite for ef- 
fective treatment since late damage is usually 
irreversible. The early detection of insidious 
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disorders and the arrest of their progress has 
an objective of increasing the spread be- 
tween disease, disability and death and pro- 
long usefulness. 


The value and role of men in production 
are the equal or even of greater value than 
that of machines. There is a tremendous ef- 
fort to keep machines in good running order, 
prevent costly breakdowns, and increase their 
efficiency by overhauling, modernization and 
improvement. The same principles can and 
should be applied to men. 

It is apparent that one of the directions of 
the growth of medicine in industry will be 
an increasing utilization of rehabilitation not 
only for workers disabled by industrial acci- 
dents but also for the retraining of the in- 
creasing numbers of potential workers with 
chronic diseases who are only in need of re- 
habilitation services to become productive 
again. 

World War II demonstrated how the older 
worker and the handicapped were well able to 
shoulder their share of productivity. Unlike 
a machine that breaks down, the human body 
has infinite capacity for compensation. Hand- 
icapped workers as a group have an equal 
or better than average work output when they 
are in the right job. Their rates of absentee- 
ism are similar, as are their rates of illness, 
to normal individuals and their amount of 
sickness is not increased. When ill, they re- 
cover at the same rate, except that all older 
persons in general heal slower than younger 
ones. 

It is apparent that the older concept of 
compensation being merely a pay-off is being 
replaced so that rehabilitation restores the 
worker as far as is possible to health and use- 
ful employment, through careful medical at- 
tention and physical and vocational rehabili- 
tation.” 

Industry, insurance companies, workers and 
labor unions are becoming increasingly aware 
of the benefits of rehabilitation to all con- 
cerned. Rehabilitation is not a miracle but 
the aggregate of means available at any given 
time for restoring disabled persons to opti- 
mum physical, mental, social and economic 
well-being. 

We should not discard a worker because of 
his disability but rather utilize him because 
of his ability. That a disabled individual 
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can be stimulated to achieve results far be. 
yond that which he would have attained had 
no disability occurred is now a possibilitys 
The most precious recovery of the rehabili- 
tated worker is the self-respect that comes 
with returned independent earning power,’ 


Here again the human aim coincides with 
the business gain and maximum rehabilita. 
tion means minimum loss to industry both in 
terms of money and productivity.’ 

How isolated ideas and fragmentary actiy- 
ity on behalf of the crippled and disabled 
have developed toward the modern concept 
of an integrated and continuous service is an- 
other example of American practicality, hu- 
maneness and mutual benefit to all. 


Summary 


The original concept of compensation of 
an injured worker based on a description of 
anatomic deviation from the ideal normal 
and a permanency of the disability with a 
fixed schedule of payments is changing. Em- 
phasis is now given to the functional capa- 
bilities and the possibility of speeding up the 
process of treatment from bed to job by a 
continuous and active comprehensive program 
of rehabilitation. Coordination and coopera- 
tion of many disciplines—medical, nursing, 
insurance, workmen’s compensation, vocation- 
al rehabilitation and counseling, and selective 
placement — all work toward the goal of 
speedy rehabilitation to full employment and 
the prevention of the secondary superimposed 
physiologic and psychologic changes and com- 
plications due to inactivity and prolonged 
hospitalization. 

Rehabilitation has been shown not only 
to be economically feasible but an economic 
necessity. This is true both in the rehabilita- 
tion of the disabled worker as well as in the 
increasing incidence of chronic disease in the 
rapidly growing older population. Rehabili- 
tation allows them to become once again in- 
dependent, self-sufficient, and productive 
members of society. 
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Practical Lessons from the Poliomyelitis 


Vaccine Story’ 
A. L. GRAY, M.D., 


THE POLIOMYELITIS VACCINE sTORY is still 
being written and will continue to be de- 
veloped for many years to come. It has had 
numerous authors both in scientific and pop- 
ular writing. Possibly some of these authors 
were attempting to write the climax of the 
story with little regard for the fact that the 
climax can only be written in terms of how 
much paralysis will be prevented in this and 
future generations. Certainly, it is obvious 
that much of the popular writing and public 
expression has had as its immediate and pri- 
mary purpose the selling of news service and 
material rather than protecting children 
against crippling. The interpretations at- 
tempted by a wide variety of authors were 


*Chairman’s Address, Section on Public Health, Southern 
Medical Association, Forty-Ninth Annual Meeting, Houston, 
Tex., November 14-17, 1955. 


M.P.H., Jackson, Miss. 


variably based on scientific truth, half-truth, 
unqualified fiction, and wildest imagination. 
Paramount in much of expression to date has 
been opportunism, professional and otherwise. 

Is it a story of confusion as has been 
claimed by many? Surgeon General Scheele 
recently stated, “Scientific problems, which 
some have labeled ‘confusion’ have attended 
the use of the vaccine this year.” I would add 
that the confusion and conflict in this story 
have involved much broader and deeper prob- 
lems of human society than the pure biologic 
science of the poliomyelitis virus and its in- 
vasion of the human body. Unfortunately, it 
has involved all frailties characteristic of peo- 
ple in our democratic society in high and low 
places. In this story writing many wagons 
were hitched to stars other than preventing 
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crippling by the use of a poliomyelitis vac- 
cine. Despite the so-called conflict and con- 
fusion throughout the story there are some 
very practical lessons in it, both in medical 
science and human relationships. 


Lesson 1. When the people of this demo- 
cratic nation repeatedly have called to their 
attention organized facts about a given serious 
constant threat of a contagious or other dis- 
ease which might be prevented, they can be 
led to voluntarily pool their interest, efforts, 
and resources to eliminate this threat. For 
many years millions of people in this country 
have been doing this through the program of 
the National Foundation for Infantile Pa- 
ralysis to find the answers to the many puz- 
zling questions involving poliomyelitis. Re- 
gardless of all the criticism which has been 
leveled at the methods, timing, and scope of 
activities used in motivating voluntary sup- 
port of the National Foundation for Infantile 
Paralysis, the obvious truth is that this organ- 
ization has been the propelling force in bring- 
ing to reality an instrument which will ulti- 
mately eliminate all or most polio crippling 
in current and future generations. Bringing 
this preventive tool to its present stage of 
significant usefulness is sufficient justification 
for all expenditures for all purposes by the 
National Foundation since its organization. 
Without the mobilizing and facilitating forces 
of this program the present store of knowledge 
about an effective vaccine would possibly 
come to light ten to fifteen years hence or 
later. For all who have been critical of va- 
rious aspects of the National Foundation’s 
program—and I have been guilty—it is now 
time to forget those minor points of criticism 
and say, “bless you.” 

One of the criticisms directed at the Na- 
tional Foundation is a particularly disturbing 
one in a society of free people. The attitude 
evident in this criticism seems to be increasing 
among organized groups of physicians toward 
all nonprofessional groups concerning them- 
selves with any phase of health and medical 
care. Physicians in both official public health 
and private medicine have contributed to this 
line of criticism. The criticism to which I 
refer is on the order of proclaiming that no 
new scientific medical truths should be an- 
nounced to the people in general except after 
it has been delivered to organized medicine 
and public health, and then only as these 
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groups see fit to inform the public ang 
through their channels of communication, 
This statement is your speaker’s interpreta. 
tion of what has been written and spoken 
since the April 12, 1955, announcement of 
the 1954 field trial of the vaccine. I think the 
implications in this attitude are too auto. 
cratic in nature for the best interests of the 
medical and public health professions and 
the people as a whole who are living and 
working in a society of free people. Freedom 
of concern, thought, action, and expression 
of matters relating to the health of the people 
cannot be the exclusive right of physicians in 
a democratic society. I am a staunch believer 
in and supporter of organized medicine and 
public health, but just as staunchly Oppose 
these groups trying to stifle or obstruct free. 
dom of thought and expression of voluntary 
nonprofessional groups who band themselves 
together to try to find the answers to scientific 
medical problems yet to be solved. It behooves 
physicians to advise with, assist, and guide 
voluntary health groups but without obvious- 
ly trying to control them. 


Lesson 2. The West Coast episode in which 
cases of poliomyelitis probably resulted from 
active virus in certain batches of vaccine has 
pointed up the fact that polio vaccine and 
probably other virus vaccines to follow will 
have to be under constant surveillance at least 
for safety and possibly for effectiveness. This 
surveillance will of necessity be much more 
than laboratory testing of the vaccine before 
it is released for use. It must include sys- 
tematic widespread constant gathering of facts 
about the occurrence of polio and other en- 
cephalitic diseases in relation to the adminis- 
tration of specific brand, batch, and lot of 
vaccine used. This is a task for attending 
physicians, local and state health departments, 
the Communicable Disease Center and Na- 
tional Office of Vital Statistics of the Public 
Health Service, laboratories, vaccine producers 
and others. Cooperation between all of these 
is a necessity. This minimum precaution is 
necessary in order to assure constant reason- 
able safety in proceeding with the use of the 
current vaccine or any other inactivated virus 
vaccine whether the virus contained therein is 
attenuated or not before being inactivated. 

Lesson 3. The West Coast facet of the vac- 
cine story dramatically emphasizes the abso- 
lute necessity of a nationwide epidemiologic 
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service continuously in operation in gathering 
and correlating facts which will detect prompt- 
ly not only the effectiveness but lack of safety 
of any particular lot or batch of the vaccine 
now in use but others which may follow. The 
Communicable Disease Center of the Public 
Health Service served promptly and efficiently 
in this respect relating to the vaccine usage 
since last April. Of course, the effectiveness 
of the efforts of this group is in direct ratio 
to the participation of state and local health 
departments and private physicians. Suppose 
we were still looking at the vaccine situation 
primarily on the basis of a number of cases 
apparently having resulted from vaccine in 
California, Idaho, Chicago, etc., without due 
consideration being given to extensive use of 
other brands and lots of vaccine used in the 
rest of the nation. That is about what the 
people would be doing at this time had there 
not been an immediate evaluation of the sit- 
uation on a nationwide basis. This means that 
most of the people would still have serious 
doubts as to safety of all polio vaccine and 
this doubt would linger for many years. Even 
with reassurance now possible because of more 
adequate laboratory testing and constant field 
surveillance, much fear and doubt based pri- 
marily on rumor must be overcome in order 
to secure the public acceptance needed. 
Certainly I do not agree with all the 
methods and procedures and activities carried 
on by the Communicable Disease Center but 
the services of this unit are indispensable in 
furthering the vaccine program. On the basis 
of vaccine usage in my own state, Mississippi, 
little or nothing can be proven as to safety 
and effectiveness of the vaccine but when our 
experience is studied and correlated with 
similar information from all the other states 
and territories of the nation and components 
of the World Health Organization by com- 
petent analysts I become increasingly reas- 
sured as to both safety and effectiveness. Most 
commonly the measuring stick of epidemio- 
logic problems extends over state and national 
lines and the dimensions of these problems 
cannot be determined except through a na- 
tionwide measuring agency. It is interesting to 
contemplate the picture which would be 
painted by applying the same extensive sur- 
veillance process as has been used in polio 
vaccine evaluation to the use of penicillin. 
hormones, surgical procedures, delivery of 
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babies, use of sedatives, and other universally 
accepted procedures in medicine and public 
health. Were this possible I am sure the un- 
fortunate episode with polio vaccine would 
no longer alarm us but would fade into rela- 
tive insignificance. 

Because of prompt surveillance under the 
leadership of the Communicable Disease Cen- 
ter it is now possible to move forward rapidly 
in protecting people against polio crippling 
rather than having to wait another year or 
two or three. This being so, I am inclined to 
be much less critical of the methods and rela- 
tionships of this organization. Workers in state 
and local health services need their help to a 
much greater extent than the reverse. 


Lesson 4. To al} those who have had re- 
sponsibility or close acquaintance with so- 
called equitable voluntary control of distribu- 
tion of polio vaccine in short supply, it is 
probably obvious by now that such is an ideal 
to be hoped for but unattainable in a com- 
mercial or competitive atmosphere. This state- 
ment is not intended as a criticism of the pro- 
posal that voluntary fair distribution be un- 
dertaken with the group in greatest risk of 
the disease and the supply of vaccine being 
the only determining factors as to who re- 
ceived vaccine first. Rather it is an admission 
of the fact that regardless of efforts to secure 
equitable distribution based on voluntary ac- 
tion of all concerned, the vaccine while in 
short supply will continue to flow in direc- 
tions determined by factors other than groups 
in greatest risk and quantity of vaccine cur- 
rently available. Apparently the only facet of 
equity in distribution which has worked well 
to date has been allocation to states from the 
total national pool of available vaccine on a 
population basis. From that point across state 
lines to the actual recipient of the vaccine the 
direction of flow of vaccine has been guided to 
a great extent by jetties of desire for individ- 
ual and group prestige, financial return, and 
selfishness. Unfortunately, there are enough 
nonconformists in professional circles to any 
proposed plan of voluntary distribution and 
equitable use of vaccine in short supply to 
create a situation with the same characteristics 
as so-called black marketing. This principle 
also applies to people desiring vaccine—the 
consumer. 

The point I wish to make is that in han- 
dling problems of this nature there should be 
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realism which admits human frailties inherent 
in a democratic competitive society for which 
all of us will continue to fight. Promises to 
secure voluntary equitable distribution were 
made to avert strict measures of control of 
distribution but in a large measure this has 
failed. Despite its lack of success further than 
distribution at the state level, voluntary dis- 
tribution may have been the best approach 
but let us admit the obvious fact that volun- 
tary distribution of anything in scarce supply 
in a highly competitive scientific and com- 
mercial atmosphere is much more desirable 
than possible. 


Lesson 5. One of the most cogent and im- 
pressive lessons in this story is of profound 
importance in venturing further into the field 
of possibilities of control by active immuniza- 
tion against many other viral diseases. This 
lesson is that a virus vaccine based on the 
principle of inactivation of live virus requires 
much more constant and continuous testing 
for safety applied to every lot or batch of the 
product released for use than has been neces- 
sary with bacterial and toxoid immunizing 
agents. This same principle would seem to be 
as important in dealing with a vaccine pro- 
duced from an attenuated virus as with a 
more virulent one. Who can say at this point 
that an inactivated attenuated strain will not 
become a virulent strain upon passage through 
a vaccinated person to contacts and contacts 
of contacts. The line between potency and 
safety must be so very fine that constant vigi- 
lance must be applied to every batch of polio 
vaccine, and this same difficulty will probably 
apply to other virus vaccines which are likely 
to follow. This scientific vigilance cannot 
safely stop at the laboratory exit but must ex- 
tend to the field of application of these prod- 
ucts in the form of constant measuring pro- 
cedures as to cause and effect. 


Lesson 6. The technical difficulties with 
a small proportion of the vaccine used early 
in 1955 were the direct result of trying to 
apply a newly discovered weapon without 
having necessary facilities with which to test 
all batches of this weapon before using it in 
battle. This whole episode caused a fear of 
the vaccine to be substituted for, or greater 
than the fear of the disease polio. Conse- 
quently, the eagerness for vaccine on the part 
of the population decreased to a considerable 
extent. This makes necessary even greater ef- 
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fort to secure broad acceptance of this pre- 
ventive agent than was required before the 
field trial was undertaken. It is true that most 
of the fear of the vaccine was based on dis. 
torted truth, half-truth, or pure rumor. This 
was contributed to by popular writing, scienti- 
fic writing, news casting by radio and TV in 
very abbreviated fashion, and by statements 
emanating from competing research centers, 

This change of the public attitude now places 

a more difficult job on private physicians and 

public health officials in securing broad ac- 

ceptance of the vaccine than was required in 
the beginning. Psychologically the public was 
quite ready for this protective measure. Sci- 
entifically, haste made waste. From the stand- 
point of effectiveness and safety of the vaccine 
it now seems that as much as 90 per cent 
of paralysis can be prevented with proper use 
of the vaccine with very little if any chance 
of producing a significant number of cases of 
polio. The larger problem confronting physi- 
cians and health officials now is securing pub- 
lic acceptance of the vaccine. It will be in- 
creasingly accepted as all the significant facts 
can be interpreted to the people in general. 
In summary some practical lessons from the 
polio vaccine story have been pointed out and 
discussed briefly. These lessons relate to: 

1. The effectiveness of voluntary health or- 
ganizations in mobilizing resources to solve 
important medical problems. 

2. Necessity for constant vigilance of safety 
and effectiveness of polio vaccine in its 
expanding use. 

3. Effectiveness of the Communicable Disease 
Center in polio surveillance in 1955 and 
the absolute necessity of continuation and 
expansion of nationwide epidemiologic 
service by the Communicable Disease Cen- 
ter and state and local health departments 
in relation to polio vaccine and other 
similar problems. 

4. Lack of success in the voluntary equitable 
control of distribution of polio vaccine in 
short supply. 

5. The need for similar nationwide surveil- 
lance as used with polio vaccine in connec- 
tion with other virus vaccines likely to fol- 
low polio vaccine. 


6. Increased difficulties involved in reshaping 
public acceptance of polio vaccine after the 
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wave of fear of the vaccine resulting from 
the vaccine difficulties last spring. 

In conclusion, these lessons from the polio 

vaccine story now evolving should be of very 
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practical value to all concerned in continuing 
to develop the current story and in dealing 
with stories of similar adventures in the 
future. 


Office Anesthesia: Types not to Use and Why* 
MALCOM E. PHELPS, M.D., El Reno, Okla. 


The giving of an anesthetic continues as one of the big responsibilities of many a general prac- 
titioner. This paper emphasizes that the part-time anesthesiologist cannot forego both study and 
knowledge concerning the action and hazards of each method of anesthesia he employs. 


SINCE EARLIEST RECORDED HIsTORY the search 
for pain relieving drugs has been unending. 

The discovery of ether as an anesthetic by 
Dr. Crawford W. Long, in 1842, opened an 
entirely new era in surgery. Progress since 
that time has been constant, if not always 
rapid. 

During the past two decades many new 
compounds have been placed at the disposal 
of the physician, as well as new and revised 
methods of administration of these newer 
agents and their predecessors. In fact, so 
many complexities have arisen that there are 
now medical men among us who devote their 
entire professional life to this field exclu- 
sively. 

In view of this rapid progress in our ever 
changing world, it is not surprising that a few 
physicians, who must devote most of their 
talents to treatment of the complete human 
being, are not keenly aware of some of the 
pitfalls and dangers of many of our anesthetic 
agents and procedures. With longer use and 
wider application, additional hazards become 
evident in many compounds and methods of 
administration. We must constantly reappraise 
the entire field of anesthesia if we are to offer 
our patients the greatest relief with maxi- 
mum safety. 


It is for. this reason that today I wish to 
review with you some of the most common 


*Read before the Section on General Practice, Southern 
Medical Association, Forty-Ninth Annual Meeting, Houston, 
Tex., November 14-17, 1955. 


errors and misconceptions that seem to be 
prevalent. 

Adequate and suitable anesthesia is a com- 
plex individual problem for each patient. 
Full evaluation of the changing concepts 
about anesthesia emphasize the fact that there 
is no panacea for this problem of suitable 
anesthesia. It is to be regretted that only too 
often a pet anesthetic agent is used, not be- 
cause it has been selectively chosen as the 
ideal agent for a particular case, but rather 
because it is the routine anesthetic agent for 
that office. Such a practice is unscientific and 
basically unsound. The value of extensive 
experience in administration of a particular 
anesthetic agent cannot be overemphasized, 
but experience does not outweigh the dangers 
inherent in their use where contraindicated. 
Anesthetics are far too valuable to risk their 
falling into disrepute due to a dogmatic use 
of a preferred agent for all cases, or through 
empirical use. 

We must all strive to improve our stand- 
ard of practice by choosing anesthetic technics 
and agents which will be least harmful to the 
patient and best adapted to the surgical need.” 
The more simple the technic, the closer it is 
to perfection. 

Complications 


Every agent used is potentially dangerous. 
The successful use of these agents depends 
less on the qualities of the agent than on the 
knowledge and care used in their administra- 
tion. To administer anesthesia is not difficult, 
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but to administer a safe and satisfactory anes- 
thesia requires skill. The experience, judg- 
ment, and ability of the doctor are great fac- 
tors for the safe conduct of anesthesia. 


Approximately eight million anesthesias 
are induced in all hospitals in the United 
States each year. (There are no accurate esti- 
mates of the number administered outside the 
hospitals.) Out of each 1,560 anesthesias in- 
duced in hospitals, there is one death attrib- 
utable to the procedure or 5,128 each year. 
That amounts to 3.29 deaths per 100,000 
population. This death rate is twice that of 
poliomyelitis. It is regrettable that the death 
rate for each 1,000 anesthetics is as great 
today as it was 20 years ago.!° 

Whenever anesthesia is practiced, emer- 
gencies may arise in which resuscitation will 
occasionally be necessary. Complications may 
suddenly appear and initiate a train of events 
that will terminate fatally if prompt and 
decisive action is not taken. Remember that 
there is no drug known that will start respi- 
ration that has ceased. —The commonly used 
drugs are valueless and often harmful in the 
presence of serious respiratory depression. 


No anesthetic should be administered un- 
less: (1) oxygen is available and a means of 
administering it under positive pressure; 
(2) instruments are at hand to maintain an 
open airway; and (3) a suction machine and 
instruments are available to aspirate the tra- 
chea as well as the pharynx.” 


Local Anesthesia 


The anesthetic drugs effective locally are 
more or less related to cocaine. They vary 
widely in their topical effectiveness and tox- 
icity. Toxic symptoms may occur with any 
local anesthetic agent and their toxic mani- 
festations are similar. The toxicity depends 
on the concentration in the blood stream at 
a given moment. Most drug reactions are 
encountered with local anesthetics. Stimula- 
tion of the central nervous system or depres- 
sion of the vascular system are the mechanisms 
involved when the blood level exceeds a cer- 
tain threshold. 


Allergy has been blamed for these reactions 
when in reality they are usually due to over- 
dosage. The anaphylactic reaction, which is 
characterized by sudden syncope after the 
injection of minute amounts of local anes- 
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thetic drugs, occurs but rarely. The allergic 
manifestation of antigen-antibody type takes 
place after repeated exposures to local anes. 
thetic drugs.® 


Toxicity of procaine and other local anes. 
thetic agents are several times greater when 
epinephrine is added. The vasoconstrictors 
themselves are capable of producing unpleas. 
ant reactions. Hypertension, hyperthyroidism, 
marked arteriosclerosis, Raynaud’s and Buer. 
ger’s disease make all vasoconstrictors ex. 
tremely dangerous. A history of hypersuscepti- 
bility or idiosyncrasy must never be disre- 
garded. 


Topical anesthesia is used principally in 
eye, nose and throat practice, and in urology. 
Cocaine is the most effective, as well as the 
most dangerous; death being due to what is 
termed idiosyncrasy. Pontocaine is probably 
used with more carelessness than any of the 
other topical anesthetics. Hence, the total 
mortality from its use exceeds that of cocaine. 
Xylocaine is one of the better topical anes- 
thetic agents presently available. It spreads 
very rapidly. Usually, only about one-half as 
much is required as compared to Pontocaine. 
It may also be used for sympathetic block and 
local infiltration. When using any topical 
anesthetic, one should never use a greater 
volume or more concentrated solution than 
that required to accomplish the purpose for 
which it is used. When topical anesthesia is 
used in the mouth or nose the patient should 
be encouraged to expectorate any excess, and 
be instructed not to swallow during the appli- 
cation. Absorption from the gastrointestinal 
tract is one factor which greatly increases the 
number and severity of toxic reactions. 


An injectable barbiturate, equipment for 
artificial respiration, and vasopressor drugs 
should be available when using topical, local, 
or regional anesthesia. Severe reactions or 
death do occur. The operator must avail him- 
self of needed equipment for instant use. 
Never forget that one death can detract a 
great deal from many successful results. 


Regional block and local infiltration are 
particularly suited for office use. Accurate 
knowledge of anatomy, especially neuro- 
anatomy, is necessary for becoming accom- 
plished in regional anesthesia. The learning 
of nerve block for anesthesia and therapeutic 
purposes will be valuable and gratifying.‘ 
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Hyaluronidase has been advocated to in- 
crease the efficiency of regional anesthesia as 
it brings about a wider diffusion of the anes- 
thetic agent, but this is no substitute for the 
knowledge of anatomy required for precise 
placement of the needle in nerve block. It 
must also be remembered that hyaluronidase 
increases the absorption rate and shortens the 
length of action of the anesthetic drug.* 


Spinal Anesthesia 


Fortunately, spinal anesthesia is rarely ad- 
ministered as an office procedure. Suffice 
it to say that spinal anesthesia represents a 
special application and a type of anesthesia 
which is associated with a regrettable num- 
ber of complications and a high percentage 
of fatalities. Complication with spinal anes- 
thesia occurs from lack of respect for the 
profound physiologic change which occurs 
and from misapplication in the patient who 
is both physiologically and psychologically 


unsuited to its use. 


Inhalation Anesthesia 


Chloroform and ethyl chloride as general 
anesthetic agents have largely been discarded 
as unsafe. (The extreme volatility of ethyl 
chloride has led to its use as a local refrig- 
erant. The practice is not harmful but the 
anesthesia achieved is largely psychologic.) 
Refrigeration is not practical for office prac- 
tice so deserves only mention here. 


Vinyl ether is a wonderful anesthetic for 
very short procedures but is unsatisfactory for 
maintaining smooth anesthesia for longer 
periods. It possesses high analgesic potency. 
Except for causing salivation, which may be 
quite marked, it is very satisfactory for rapid 
induction. It should not be administered in 
the presence of liver disease." 


Trilene given with a special mask is very 
satisfactory and relatively safe for office anal- 
gesia. It is dangerous if complete anesthesia 
is required. Trilene passed over soda lime, 
as often happens when a gas machine is used, 
becomes very toxic. 


Nitrous oxide, ethylene, and cyclopropane 
are excellent agents when given by expe- 
rienced personnel to properly selected indi- 
viduals. However, the explosive qualities of 
the latter two make them generally unsuited 
except in properly designed offices. 
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At one time carbon dioxide was adminis- 
tered with various anesthetic mixtures as a 
respiratory stimulant to reduce the incidence 
of respiratory failure. Today it is agreed that 
it has little value and, if used in sufficient 
concentration, may have untoward effects.® 

Nitrous oxide has many excellent qualities, 
but the fact that such a low concentration of 
oxygen can be administered with it is a dis- 
tinct handicap in many conditions. For this 
reason, some have discontinued its use in 
favor of ethylene and cyclopropane which 
permits the use of higher concentrations of 
oxygen. While it is indisputable that the 
administration of a mixture rich in oxygen 
is of great importance in the normal patient, 
we often must deal with subnormal and poor 
risk patients. 


Investigation of the physiology of respira- 
tion emphasizes a distinct difference between 
the percentage of oxygen that may be deliv- 
ered to a patient in an anesthetic mixture 
and the actual proportion of this oxygen 
which can be utilized by the body. Regardless 
of the gross volume of oxygen delivered dur- 
ing anesthesia, the percentage of oxygen 
available for use by the tissues is limited to 
that portion which is picked up by, and goes 
into combination with the hemoglobin, plus 
that amount in physical solution in the blood 
plasma. The amount of oxygen carried is 
determined not only by the amount of oxygen 
and hemoglobin, but also by the tension 
under which it enters the blood from the 
lungs. The total oxygen load is reduced in 
anemia in proportion to the decrease in 
hemoglobin. When oxygen tension and the 
amount of gas in simple solution remains the 
same, hemoglobin in the arterial blood is 95 
per cent saturated. In anemic individuals a 
great fall of oxygen pressure must occur in 
the capillary blood in order that tissues re- 
ceive their quota of oxygen for, since there 
are fewer red cells, each must give up a larger 
part of its load than normally. As a conse- 
quence, therefore, unless the rate of blood 
flow increases, a large part of the oxygen 
supply must be delivered at low pressure. 
This may result in anemic anoxia.® 


After evaluating all factors relating to respi- 
ration, we can understand why the anemic 
patient may conceivably be in danger of 
anoxemia and irreversible damage to the 
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brain, despite a high gross volume of oxygen 
that may be delivered to them in adminis- 
tration of mixtures rich in oxygen. 

If we were left with only one agent for 
office use, ether would probably be the wisest 
choice. The induction is slow and unpleas- 
ant, but it is pre-eminently safe. The inci- 
dence of vomiting is greater, but it usually 
occurs in light planes, while the patient still 
has laryngeal reflexes. Respiration is stimu- 
lated rather than depressed. The margin of 
safety is wide, and deep planes are not neces- 
sary for usual office procedures. The great 
margin of safety with ether is due to two 
things: one is the increased amount necessary 
to cause medullary paralysis of respiration 
after the desired plane is reached; and the 
other is due to the great difference in degree 
of blood stream saturation between paralysis 
of respiration and cardiac paralysis. A serious 
objection to its office use is the prolonged 
recovery period.* 


Intravenous Anesthesia 


Although some newer compounds are at 
this time undergoing investigation, intra- 
venous anesthesia today is synonymous with 
Sodium Pentothal. It is the most perfect hyp- 
notic we have ever had. This hypnotic quality 
is almost its only good point when used alone. 
It does not stop pain stimuli or depress reflex 
activity with any efficiency. It has achieved 
far too much popularity as an anesthetic. Be- 
cause it is pleasant, from the patient’s view- 
point, and easy to give, much indiscriminate 
use of Sodium Pentothal has resulted in seri- 
ous complications and many fatalities. The 
expression “just a little Pentothal” is an ex- 
pression that is fraught with grave danger.! 

The principal complication with Sodium 
Pentothal is the occurrence of hypoxia which 
may result in permanent damage to the cen- 
tral nervous system if not in death. Laryngo- 
spasm may occur with dramatic suddenness, 
and irreversible changes can take place before 
normal respiratory exchange restored.® 
Laryngospasm appears to result either from 
foreign matter in the pharynx, including the 
insertion of an airway when the patient is too 
lightly anesthetized, or as a result of starting 
the operation before the patient is sufficiently 
depressed not to react to stimulation. Spasm 
of the larynx may result from anal or rectal 
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operations, particularly if it involves dilation 
of the sphincter.* 

No drug is wholly satisfactory in averting 
or overcoming laryngeal or bronchial spasm 
once it occurs. At present, the most effective 
drug for treating laryngospasm is succinyl- 
choline chloride, (Anectine) intravenously. 
This produces muscle relaxation of brief dura- 
tion which will permit endotracheal intuba- 
tion. Because of the respiratory depression 
produced, Anectine should be used only by 
those skilled in the administration of supple- 
mental or controlled respiration. Facilities for 
this procedure should always be immediately 
available. 

Respiratory excursions are ordinarily so 
reduced with Sodium Pentothal that mild 
and even severe obstruction may be over- 
looked until the patient is severely anoxic. 
Anoxia associated with Pentothal tends to 
have little effect upon the pulse and blood 
pressure and even respiration, until death is 
near.* 

Intolerance may explain occasional fatali- 
ties following relatively small intravenous 
doses of barbiturates. A patient may at times 
exhibit idiosyncrasy. Bronchospasm, dyspnea, 
excitement, convulsions, and other atypical 
manifestations may ensue. Allergic and ana- 
phylactic reactions are noted in some pa- 
tients.° 

Patients of advanced age do not tolerate 
large doses of Pentothal. Children are more 
safely anesthetized with other agents. Pento- 
thal should never be administered to any 
patient who gives a history of asthma. In 
addition, Pentothal is probably contraindi- 
cated in patients with anemia, for patients 
in the prone position and for surgery about 
the mouth, nose, or neck. It is not satisfactory 
for operations upon the skin because these 
operations are so stimulating that large doses 
are required. Many of these complications 
may be minimized with the concomitant use 
of nitrous oxide-oxygen in sufficient amounts 
to produce an analgesia which is lacking 
when Sodium Pentothal is given alone. 

Until a drug is discovered for intravenous 
use which is highly analgesic, and completely 
anesthetic, in the same sense as are the vola- 
tile agents, intravenous anesthesia should be 
confined to inducing basal narcosis as an 
adjunct to other drugs and methods of anes- 
thesia. 
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Discussion 


The salient point to be stressed in giving 
any kind of an anesthetic is the need of tak- 
ing the necessary precautions for the patient's 
welfare. Respect for the power of anesthetic 
drugs, avoidance of hypoxia, care and selec- 
tion of anesthesia for the patient and not the 
procedure, the applications of the principles 
of physiology and pharmacology to the ad- 
ministration of an anesthetic, and prompt 
treatment of undesirable symptoms will do 
much to prevent tragedies from anesthesia. 

After considering all phases of office anes- 
thesia it should not be unreasonable to expect 
that one who undertakes the responsibility of 
administering an anesthetic should be fa- 
miliar with the action of the agents he is 
using, adequately equipped to meet any com- 
plication that may arise, and proficient in the 
art and mechanism of resuscitation. The re- 
sponsibilities of giving an anesthetic cannot 
be regarded lightly. 


Summary 


Experience teaches the prudent physician 
the futility of standardizing anesthetic proce- 
dure for all patients. 

The drugs and agents used for anesthesia 
are not without danger and require constant 
supervision of the patient’s progress. 

The judgment, experience, skill, and coop- 
eration of surgeon and anesthetist rank first 
in order of importance. 


The degree of security is entirely dependent 
on the equipment used, the knowledge pos- 
sessed, the practices followed, and the atten- 
tion to detail. 


Physicians should realize that mature expe- 
rience, balanced judgment, and artful appli- 
cation of knowledge far outweigh in impor- 
tance the anesthetic technic or drug employed. 
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Discussion (Abstract) 


Dr. Andrew S. Tomb, Victoria, Tex. The versatile 
Chairman of the Board of the American Academy of 
General Practice has given us a very factual resume 
of the anesthesia situation. 


One point that we must not lose sight of is that an 
anesthetic, most particularly in children but also in 
many adults, is a traumatic experience. There is many 
a child who develops a fear of anyone in white be- 
cause they have been forcibly held down and anes- 
thetized. There is in many the fear of the anesthetic 
as well as the fear of the intended procedure, which 
combined can have a person enter the operating room 
in a state little short of panic. 


Two things are of utmost importance: (1) adequate 
preoperative medication; (2) a personal contact with 
the anesthetist prior to administration. A little visit 
or a little conversation with the anesthetist prior to 
the procedure develops a personal relationship be- 
tween the anesthetist and the patient. This feeling of 
confidence in, and security with the anesthetist is 
something that cannot be injected or inhaled but must 
come directly from the humanness and personality of 
the anesthetist. We physicians have all become too 
casual about the public reaction to an operating room 
and a doctor’s office. They are our natural habitat 
but to many who enter, particularly to have some- 
thing done to them by one of us, they are strange and 
awesome places. Any of the gadgets and all of the arts 
of the practitioner that are necessary to bring about 
a feeling of confidence and security on the part of 
the patient are worthwhile. If any of us should imag- 
ine that this business of an anesthetic is a casual and 
a simple thing that can be passed off as just nothing, 
talk to the doctor just before he undergoes an opera- 
tion and see what great importance he attaches to 
who is going to give him what and why. 


One of the big mistakes in preoperative medication 
is miscalculation of the optimum time of administra- 
tion. The waiting period prior to operation is often 
the most traumatic, particularly in an office anesthesia 
which tends to start too soon after the preoperative 
medication. The barbiturate of choice given one and 
a half to two hours prior to operation followed by 
Demerol and scopolomine one hour before, takes much 
of the psychologic trauma out of the procedure and 
decreases the total amount of the anesthetic necessary. 


One cannot, at this time, fail to laud the full-time 
medical anesthesiologists both as a group and as indi- 
viduals for their long-range and sincere view of the 
anesthesia problem. This group as much as any other, 
and more than most highly specialized groups, have 
recently made exhaustive efforts to improve the ability 
of the part-time general practitioner anesthetists. They 
recognize that a vast amount of good surgery is being 
done and will be done in hospitals without the serv- 
ices of a full-time anesthesiologist. Since they recog- 
nize this they are being true to their Hippocratic oath 
in their eagerness to help the part-time anesthetists 
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increase their services and efficiency in this field. I 
know that you are familiar with their recent efforts 
to make available throughout the entire nation this 
training service on a formal and an informal basis. 
Those of us doing general practice should take advan- 
tage of this so that one of our men in each com- 
munity, where no full-time services are available, can 
become proficient in this field. 


The doctor’s remarks about spinal anesthesia, of 
course, were limited by the fact that his subject is 
office anesthesia. Here is an instance in which the 
choice of a word is very important. The term spinal 
anesthetic or spinal puncture has become an “anxio- 
genic” word in the mind of the public. The anes- 
thetist, in talking with his patient prior to, and during 
induction must be careful in his choice of words. I 
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have found that this particularly applies to a spinal 
anesthesia. The patient has less anxiety if the words 
spinal puncture and spinal anesthetic are not used. 
The patient and the family reacts much more favor. 
ably if they are told they are going to have a block 
of the area to be operated upon. 

The term gas likewise is an “anxiogenic” word be. 
cause many subconsciously associate this with some 
form of chemical warfare. They react much better if 
told they are going to inhale a medicine that will 
put them to sleep. 


Dr. Phelps is to be commended for his excellent 
survey of the situation and I do not think that his 
summary of the anesthesia problem can be improved 
upon. It was an honor to have discussed his paper. 


The Ophthalmologist Keeps 


A Patient* 


THOMAS J. VANZANT, M.D., Houston, Tex. 


WE AS OPHTHALMOLOGISTS have long main- 
tained an enviable position in the field of 
care of the eye. We are in danger of losing 
this superior position because of our over- 
emphasis on the scientific and technical side, 
and the under-emphasis of the personal rela- 
tionship to our patients. In the training cen- 
ters and residency programs great emphasis is 
placed on the spectacular, scientific research, 
and highly technical surgical procedures, but 
little emphasis is placed on the usual office 
procedures which comprise 80 per cent of the 
practice of ophthalmology. Some ophthal- 
mologists even look down upon these proce- 
dures as being beneath their dignity and 
delegate this work to nonprofessional assist- 
ants. 


A similar indictment can be made against 
medicine in general. We are increasing our 
scientific skill and relying more on it and less 
on the human touch. Many of us recall the 
days before sulfa drugs, antibiotics, antihista- 
mines, anti-coagulants, and marvelous surgi- 
cal procedures, when the physicians had less 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


science to rely upon and used the art of medi- 
cine with phenomenal success. That physician 
had the love and respect of his fellowman. 
The new cold doctor is often distrusted by his 
patients, who more and more feel the govern- 
ment should take over and provide the under- 
standing care that is so frequently absent now. 
If we are to regain the love and respect of our 
patients, we must sympathetically understand 
the patients and deal with them as human 
beings with symptoms from which they seek 
relief, and not as pieces of machinery needing 
repair. 

In my own practice of ophthalmology | 
have tried to be an eye physician for my 
patients and to study them in their entirety 
before deciding on their treatment. The pro- 
cedure is not too complicated or time con- 
suming, but does give an over-all picture of 
the patient. 

Most of my patients consult me because of 
certain symptoms they attribute to their eyes. 
I personally question the patient as to his 
symptoms, and try to satisfy him on each 
complaint before his final discharge. I do a 
careful and complete routine ophthalmologi- 
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cal examination as indicated. Then I per- 
sonally obtain a brief general medical history 
system by system. Then follows a brief in- 
vestigation as to his working conditions, fam- 
ily problems, economics, and social and re- 
ligious conflicts. 


“Eye strain” may be a manifestation of 
such situations as,—nursing an invalid parent, 
living with a chronic alcoholic spouse, having 
a deformed or defective child, being a poorly 
adjusted sex variant, having unreconciled 
religious conflicts, working for an overbear- 
ing boss, or being in an economic situation 
below educational qualification. From _ this 
review, I can determine not only organic 
trouble that needs correction, but more im- 
portant, I get an impression as to the type of 
personality and his attitude toward himself 
and life. 

Having thus collected data, of organic and 
psychosomatic disease, I evaluate this par- 
ticular individual in relationship to his living 
condition. I try to determine which factors 
are pertinent in the production of the 
symptoms and the therapeutic program to be 
followed. 


In some cases operation on the eye or other 
treatment is advised; in other cases consulta- 
tion with other specialists is necessary. Almost 
all patients show some anxiety and mild psy- 
chosomatic problems which can be handled 
directly or, if more severe, they are referred 
to a psychiatrist. 


A fairly high percentage of patients require 
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optical aids. If these aids are to be beneficial 
they must be optically, physically, and cos- 
metically acceptable to the patient or they 
will not be worn, and the ophthalmologist 
will be credited with a failure. If multifocal 
lenses are desired, the specific type, size and 
make should be designated by the physician. 
Tint or color of lenses should be determined 
by the physician and not left to the judg- 
ment of an optician. An ophthalmologist 
should not consider it beneath his profes- 
sional dignity but, indeed, should assume the 
responsibility to counsel with his patients as 
to the conditions under which the glasses will 
be worn and as to the appropriateness of vari- 
ous types of frames to cover his needs. 
Whether an ophthalmologist dispenses his 
own glasses or not, his responsibility to his 
patient does not end until he has personally 
verified the accuracy of the glasses. 


We must give our patient a thorough ex- 
amination, and demonstrate our personal 
interest in him, his problems, and his symp- 
toms, and advise him as to the relief of those 
symptoms, and verify the quality of his fin- 
ished glasses. If we do these he will feel satis- 
fied, will be happy with us, and be impressed 
with medicine as a ministration, rather than 
a cold-blooded mechanical business. 

An ophthalmologist must be more than a 
medical and surgical technician to maintain 
his superior position in the field of care of 
the eye. The ophthalmologist who is truly an 
eye physician will keep his patients. 


. . But I shall more modestly suggest that the art of medicine is conjectural, 
and such is the characteristic of a conjecture, that though it answers more frequently, 
yet it sometimes deceives. A sign therefore is not to be rejected if it is deceptive in 
scarcely one out of a thousand cases, since it holds good in countless patients. I state 
this, not merely in connexion with noxious signs, but as to salutary signs as well; 
seeing that hope is disappointed now and again, and that the patient dies whom the 
practitioner at first deemed safe; and further that measures proper for curing now and 
again make a change into something worse. Nor, in the face of such a variety of tem- 
peraments, can human frailty avoid this. Nevertheless the medical art is to be relied 
upon, which more often, and in by far the greater number of patients, benefits the 
sick. It should not be ignored, however, that it is rather in acute diseases that signs, 
whether of recovery or of death, may be fallacious. 

—From De Medicina, by Celsus (?25 B.C.-?30 A.D.). Translation by W. G. Spencer 


in Loeb Classical Library, London, Heinemann. 
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An Evaluation of Beta Irradiation 
Therapy in Ophthalmology 


CARROLL W. BROWNING, M.D.,7 Dallas, Tex. 


This is a field of controversy which involves the weighing of 


results attained against potential hazards. 


RECENT REPORTS of such complications as ir- 
radiation cataracts and scleral necrosis have 
resulted in a pessimistic tinge in the profes- 
sional opinion toward the use of beta rays in 
treatment of the eye. 


This report is concerned with an evaluation 
of ocular beta therapy and its complications 
in six years experience using four types of 
ophthalmic beta applicators. The more re- 
cent reports of beta radiation complications 
are considered. The presentation is divided 
into two: sections: 

I. The Therapeutic Application of Beta 
Irradiation to the Eye. 

II. Complications of Beta Irradiation of 
the Eye. 


|. Therapeutic Applications of 
Beta Irradiation to the Eye 


New Growths about the Lids and Globe. 
Beta irradiation has been used by some for 
the treatment of neoplasms of lid and globe 
such as papillomas, basal cell carcinomas, an- 
giomas, and dermoids.'! Although in most 
circumstances small lesions representative of 
the above are amenable to beta therapy, it 
is my opinion that neoplastic lesions of the 
lids should all be removed by biopsy excision 
and submitted to histopathologic analysis. If 
the histologic report is that of malignancy, 
and excision appears incomplete, then the 
treatment should preferably be a block ex- 
cision or x-radiation. The use of superficial 
radiation with beta rays does not appear to 
be the treatment of choice for neoplastic 
lesions of the lid and skin where a dose 
of several millimeters depth is frequently de- 
sired. The use of beta radiation for small 
flat lesions of the globe, such as Bowen’s dis- 
ease or limbal epithelioma, is generally ap- 


7From the Division of Ophthalmology, the University of 
Texas Southwestern Medical School, Dallas, Tex. 


proved because such lesions uniformly respond 
well to contact beta irradiation. Moreover, 
the likelihood of harmful irradiation doses to 
deep tissues such as ciliary body and lens is 
reduced by the use of superficial global ir- 
radiation. 


Recurrent Pterygia. Beta irradiation, al- 
though in no way a substitute for good sur- 
gery, has proved to be a valuable aid in the 
prevention of recurrences of pterygia. 

Since growth of a pterygium shows a de- 
pendence upon its nourishing conjunctival 
and episcleral blood vessels, the destruction of 
its vascular supply should and does retard 
its growth effort. The superficial penetration 
of beta rays make their use generally imprac- 
tical for the treatment of thick primary 
pterygia or well-established efforts at re- 
growth. To make an established 2 mm. thick 
pterygium ischemic requires up to a 25 to 30 
Gm.-second total dosage, and a tissue mass 
still remains after beta irradiation which is 
capable of ultimate regrowth effort. The 
principal beta resisting buffer of the ptery- 
gium is the thickness of its own tissue which 
frequently prevents penetration of electrons 
to the desired vessel-destroying depth. The 
use of higher dosages to eradicate deeply sit- 
uated pterygial vessels not only invites thera- 
peutic failure, but enhances the danger of 
surface tissue necrosis and irradiation cataract. 


A fundamental principle in beta irradiation 
for the prevention of recurrent pterygia is to 
irradiate soon enough after operation to de- 
stroy regrowth tissue and vessels in their in- 
cipiency. At this time the tissue buffer is 
minimal and the vessels are so thin walled as 
to be maximally sensitive to low doses of beta. 

Beta therapists unanimously agree upon 
early postoperative treatment for the preven- 
tion of regrowth of the pterygium. Some, 
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Haik,™ prefer to irradiate the site of surgical 
excision of all pterygia at the surgical table. 
Others prefer to wait for early signs of inva- 
sion of the margins of the cleared surgical 
area by capillaries or thin pterygial tissue be- 
fore initiating treatment. 


The prophylactic beta technic has the merit 
of using a minimal dosage to prevent an 
anticipated regrowth and allows irradiation of 
episcleral tissue which postoperatively may be 
covered by a conjunctival-tenon flap. 

The “wait-for-signs” technic avoids unneces- 
sary beta treatment in those patients where 
the regrowth would not have occurred and 
obviates the increment of postoperative irrita- 
tion provided by the beta treatment. 


The so-called “galloping” pterygia of the 
southwestern states are usually highly vascu- 
lar and their rapid growth appears attendant 
upon their ability to rapidly develop a tissue 
thickness which resists superficial irradiation. 
It is the writer’s opinion that prophylactic 
irradiation at the surgical table should be used 
in these cases. 

The use of topical cortisone medication 
postoperatively reduces the postsurgical in- 
flammatory stimulus to vascular overgrowth 
and is recommended. 


Vernal Conjunctivitis. The local use of 
hydrocortisone has provided a valuable thera- 
peutic agent for the symptomatic control of 
vernal catarrh and has obviated the need for 
beta irradiation in some cases. In many cases, 
however, cortisone fails and irradiation is of 
definite assistance. 


Most therapeutic experience with this dis- 
ease dictates a beta dosage directed not toward 
complete eradication of vegetative and cobble- 
stone lesions, but rather toward symptomatic 
control and reduction of the stringy discharge. 
Two and three year remissions are not un- 
common following beta therapy in this al- 
lergic disease. 


Corneal Vascularization. One or more pa- 
tients with “around the clock” limbal vascu- 
larizing keratopathy are the heritage of every 
ophthalmologist. Beta irradiation is frequent- 
ly helpful in treating cases of this type. A 
symptom-free eye with through and through 
infiltration by large vessels of a scarred cornea 
is generally not an indication for beta irradia- 
tion. A primary vascularizing keratopathy 
which is symptomatic however, with tearing, 
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photophobia, and superficial irritation, can 
frequently be aided by beta ray fragmentation 
of the major feeder vessel trunks. The patho- 
logic signs of corneal edema, recurrent epithe- 
lial erosion, and accompanying symptoms 
often improve with eradication of the corneal 
blood vessels. It is frequently not necessary to 
eliminate a deep stromal vasculature if the 
major trunks of superficial vessels can be 
destroyed. 


Considerable clearing of a hazy cornea may 
follow eradication of corneal blood vessels if 
the opacity is stromal edema attendant upon 
the vascularization. Scar tissue does not at- 
tain transparency from beta treatment. Only 
a thinning of the scarred area is obtained; 
excessive corneal thinning is to be avoided. 


The high perilimbal dosages of beta that 
are frequently required in the successful treat- 
ment of these cases (total doses of 30 to 40 
Gm.-second radon, 75,000 to 100,000 rep. 
Sr®) entails the risk of producing beta cata- 
racts. Such a risk appears justified however 
in some of the more severe cases where the 
visual acuity is low and the chronic symp- 
toms are distressing. 

Some mild cases of symptom producing 
vascularizing sector keratopathy obtain early 
symptomatic improvement with lesser dosages 
of beta than those required for vascular frag- 
mentation. Since control of symptoms is the 
primary therapeutic objective in these cases, 
no further irradiation need be given upon 
obtaining a regression of symptoms. 


Pre-keratoplasty Irradiation. Ten years ago 
the use of beta irradiation before keratoplasty 
to clear the cornea of blood vessels was some- 
what more popular than it is today. The ap- 
parent softening and biologic attenuation of 
the corneal stroma following heavy devascu- 
larizing dosages of beta irradiation appears to 
invite suture necrosis and poor healing in 
many cases. 


Post-keratoplasty Use of Beta Irradiation. 
The use of postoperative beta irradiation to 
arrest vascular invasion of a clean graft mar- 
gin is occasionally successful, particularly 
with superficial vessels. 

General Therapeutic Principles. The thera- 
pist using beta rays on or about the eye in 
ocular diseases should recognize the following 
principles. 

(1) Beta ray treatments should not be given 
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to the same area more frequently than every 
three weeks if a cumulative effect is not de- 
sired. 

(2) Cumulative dosage technic (fractiona- 
tion) should not be attempted by the begin- 
ner. The experienced therapist can only ef- 
fectively fractionate his dosages after he has 
thoroughly learned the ranges of variation of 
the effects on tissue of a single dose from his 
particular applicator. 

(3) Fractionation of dosages (e.g., dividing 
a single dose for fragmenting a vessel into 
two or three doses delivered at weekly inter- 
vals) allows the use of smaller total doses of 
beta irradiation to attain the therapeutic ob- 
jectives, and is a highly acceptable technic. 


(4) Contact treatment for the fragmenta- 
tion of corneal vessels may best be adminis- 
tered: (a) at the site where the target vessel 
lies most superficially, this site is not infre- 
quently on the cornea itself; and (b) at the 
corneal limbus following local destruction of 
a vessel with the Hildreth cautery, as sug- 
gested by Wilson,!* who has had considerable 
experience with this combined technic and 
who feels it greatly reduces the dosage of beta 
required for eradication of the vessel. 

(5) With administration of multiple daily 
treatments with the gamma emitting beta ap- 
plicators (radon and radium), a special appli- 
cator holder should be used to minimize 
radiation exposure to the operator. 

(6) Each patient treated with beta rays 
should receive routine biomicroscopic and 
ophthalmoscopic examination of the periph- 
eral part of the lens each six months following 
irradiation for a six-year period. 

(7) Radiation over an active corneal ulcera- 
tion is to be avoided generally and, if done, 
never in dosages greater than one Gm.-second. 


(8) All new growths about the globe and 
lids are best excised or biopsied and sent to 
the pathologist. If a malignancy is reported, 
beta irradiation may be given to a global 
area of excision or to a small primary radio- 
sensitive form of global newgrowth. Malig- 
nancies of the lids are better eradicated by 
block excision or by x-ray. The management 
of malignant lid lesions by superficially acting 
radiation, such as beta, is not a method of 
choice. 


(9) The beta therapist should biostandard- 
ize his ocular beta applicators on the rabbit 
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cornea before using it in the clinic until 
the present methods of physical calibrations 
of beta applicators become completely con. 
sistent and reliable. 


Il. Complications of Beta Irradiation of the Eye 


Ocular Irritation. Contact beta treatment 
appears to produce irritation of the cornea 
and conjunctiva by two mechanisms. 

(1) Mechanical. Regardless of the steadi- 
ness of the therapist’s hand or mechanical ap- 
plicator holder, the uncontrollable minor 
movements of the patient’s eye under an ap- 
plicator, which requires several minutes for 
treatment, inflicts in variable degree injury 
upon surface epithelium and causes minor 
trauma to subepithelial soft tissues. The long- 
er the period of contact treatment the greater 
the likelihood of inducing irritation in the 
local tissue area. Short term global irritation, 
lasting from twenty-four hours to several days, 
is therefore a frequent complication of contact 
beta therapy. Local superficial punctate stain- 
ing of the cornea is commonly produced when 
treatment by applicator is on or overlaps the 
cornea, but these abrasions quickly epithelize. 

The severity of the primary short term ir- 
ritative reaction appears to be palliated and 
shortened in duration by application of a 
bland ointment and the wearing of a monoc- 
ular dressing for twelve to twenty-four hours. 

(2) Radiational. An irritability of the 
globe which appears or lasts beyond three 
days is, excluding an infectious process, a re- 
sult of reaction of the local tissue to beta ir- 
radiation. This form of discomfort character- 
ized by mild conjunctival injection with super- 
ficial punctate staining of the cornea com- 
monly occurs. This complication is accom- 
panied by mild photophobia and varies in 
severity and duration with the dosage of 
irradiation. In addition there is a frequent 
individual variation of this radiational irrita- 
tion obtained from the same treatment dosage. 

Corneal Thinning. Following heavy thera- 
peutic dosages of beta rays to the cornea, some 
degree of progressive stromal thinning is bio- 
microscopically observable for a period of sev- 
eral weeks. This thinning is more than simple 
regression of edema and represents actual loss 
of stroma. The epithelium remains intact 
over the area and the focal corneal thinning 
is presumably a result of the loss of pathologic 
blood vessel volume in the stroma com- 
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unded by a necrosis and absorption of 
local collagen fibrils. I have not observed this 
local absorptive process to assume alarming 
proportions in my beta irradiated patients. 

Epilation. The loss of lashes which follows 
contact doses of 3 to 5 Gm.-second to the lid 
margin is the result of overlapping the treat- 
ment area. The normal thickness of the lid 
js usually adequate to prevent epilation 
dosages reaching the hair follicles when the 
conjunctival surface of the lid is treated. In 
beta treatment of lid margin lesions, focal 
epilation is unavoidable. 


Keratinization. This complication is most 
commonly seen in conjunctival epithelium 
following overdosage in the treatment of 
palpebral vernal catarrh and has been re- 
ported by Merriam’* as a late complication 
of beta therapy. 

Corneal and Scleral Ulceration. Although 
cases of late corneal ulceration have been re- 
ported, I have not seen this complication. 
Jones and Reese'* have reported three cases 
of focal necrosis following scleral radiation. 
Only one of these followed pure beta therapy. 
This complication is rare with therapeutic 
dosages of beta irradiation. 

Compensatory Vessels Following Radiation. 
In those cases where a complete focal ischemia 
of the global conjunctiva and episclera is 
produced, a frequent complication was the 
development of one or more large dilated 
compensatory vessels adjacent to the irradiated 
area and not infrequently extending into the 
radiation zone. These vessels appear as early 
as two years after treatment, frequently attain 
a diameter of two to three times that of the 
normal large conjunctival vessels and provide 
a permanent cosmetic blemish. They appear 
in or near ischemic areas after beta irradiation 
and I have not observed them in other areas. 
These vessels are much like those which are 
seen to follow late in the course of ischemia 
due to a chemical burn. 

Glaucoma. Since aqueous veins are fre- 
quently obliterated in cases where doses for 
vessel fragmentation are used completely 
around the limbal circumference, it has been 
anticipated that some cases of beta radiation 
glaucoma might develop. Checks on the intra- 
ocular pressure of “around the clock’”’ irra- 
diated eyes in the beta ray clinic of the Uni- 
versity of Illinois College of Medicine have 
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so far resulted in no unequivocal incrimina- 
tion of beta irradiation as a cause of clinical 
glaucoma. One patient with bilateral vascu- 
larizing keratitis so treated, who had inter- 
mittent ocular tension elevations up to 45 mm. 
for a one year observation period, was re- 
ported.15 


The evaluation of elevated tensions in the 
patient who receives around the clock irra- 
diation is difficult, because not infrequently 
the uneven surface of the scarred vascularized 
cornea precludes reliable tension measurement 
and the disease itself may be responsible for 
secondary glaucoma. 


Cataract. Recent studies by McDonald and 
Hughes?* revealed that almost two-thirds of 
their radon treated patients developed specific 
lens sector opacities under the area of limbal 
contact therapy. 

In their beta radiation cataract screening 
studies, central vision was actually reduced 
only in 6 of 45 eyes showing radiation opa- 
cities. In only 2 of these could beta rays be 
unequivocally incriminated as the specific 
cause of the cataract. In 4 eyes the cataracto- 
genic role of beta irradiation was not certain. 
Additional factors possibly contributed as, for 
example, in one case the patient was known 
to have previously received 900 r of x-radia- 
tion to the eye in addition to beta treatment. 
In each of the eyes suffering loss in visual 
acuity the total treatment dosages were high, 
ranging from 43 to 53 Gm.-seconds. 

The indisputable incrimination of beta ir- 
radiation as the cause of a complete cataract 
in a given patient is difficult because fre- 
quently the disease process itself (e.g., a vas- 
cularizing keratitis and associated uveitis) is 
complicated by cataract. 

The ultimate long-term behavior of the 
focal “beta cataract” is not yet known. From 
the standpoint of the future of beta irradia- 
tion treatment in ophthalmology, it is desir- 
able to know two important characteristics of 
the “beta cataract.” 

First, will the opacity be permanently lim- 
ited to the size of the treatment sector in a 
location which will not cause a decrease in 
central acuity or significantly impair periph- 
eral vision? 

Secondly, can the focal “beta cataract” po- 
tentiate or enhance the development of senile 
cataracts? 


. a 
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If long-term studies confirm that the focal 
lens opacities produced by moderate doses of 
beta irradiation are so permanently and in- 
nocuously localized as not to impair central 
or peripheral vision, then the therapeutic 
cataract of beta irradiation may be considered 
a harmless concomitant of this form of ther- 
apy. Until further studies inform us of the 
definitive behavior and progression potential- 
ities of the therapeutic beta cataract, it would 
appear judicious to restrict limbal beta irra- 
diation with the higher energy applicators to 
the most needy cases. In proliferative ptery- 
gial regrowth or severe vascularizing kerato- 
pathy the calculated risk of producing a lens 
opacity might be accepted. 

Merriam" has observed eight cases of clini- 
cal radiation cataract resulting from radon 
applicator surface dosages varying from 2,300 
to 22,000 rep. The cataracts progressed to ma- 
turity in seven of the eight cases. This inci- 
dence of mature beta cataracts is higher than 
that found at other institutions using beta 

Dr. William Hughes reports on August 31, 
1955, that they have observed no mature 
cataracts among the peripheral sector beta 
cataracts reported by McDonald and him at 
the June A. M. A. meeting in 1954.17 

Haik!§ reported 5 peripheral subcapsular 
lens opacities in 4 patients produced by the 
Iliff Radium B-C applicator with total limbal 
dosages of 19 to 40 minutes given by the tech- 
nic originally recommended by Iliff. The vi- 
sion in all eyes was correctible to 20/20. Fol- 
low-up studies were possible in two patients 
with no change observed in the lens opacities 
15 and 18 months later. 


Dr. Fred Wilson!? of the University of In- 
diana Medical School Department of Ophthal- 
mology, one of the first therapists to start 
using the Strontium® applicator, has three 
cases of Strontium® peripheral therapeutic 
sector cataracts which he has observed to re- 
main restricted in size to the area of treatment 
for a period of two years. 

The high energy electron emission of Stron- 
tium® provides a therapeutic depth dose 
equivalent to that of radon and it is to be 
reasonably anticipated that the cataractogenic 
potential of this applicator is similar to that 
of radon. 


The limbal lens depth dose of radon gamma 
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radiation (3.5 per cent) has been established 
as an insignificant factor in the production of 
“beta cataracts.” McDonald and _associates!é 
proved that the beta rather than the gamma 
ray emanations of the radon were responsible 
for their therapeutic focal cataracts in rabbits 
by simply filtering out the beta rays with | 
mm. of silver, allowing only the gamma rays to 
enter the eye during the treatment period 
ordinarily required for unfiltered radon to 
produce lens opacities. Only one lens opacity 
was produced in 20 rabbits at five and a half 
months postradiation by prolonged treatment 
periods up to 64 Gm.-seconds of the equiva- 
lent of radon treatment. 

The low energy alpha rays are filtered out 
by the glass of the radon bulb or capillary 
tubes and are thus excluded as a factor in 
radon cataractogenesis. 


From comparative studies of dosage of the 
amount of beta irradiation required to pro- 
duce similar focal cataracts in humans and 
the rabbit, the rabbit lens appears approxi- 
mately four times as sensitive to radiation as 
is the human lens. 


Cataracts produced by therapeutic dosages 
of beta ray applicators, whether clinical hu- 
man cataracts or experimental animal cata- 
racts, have in general the following consistent 
type and characteristics of behavior. 


1. They are localized: (a) to the peripheral 
equatorial sector of the lens corresponding in 
clock hours to the overlying limbal area of 
treatment contact; they form a wedge shaped 
opacity of granules and vacuoles with a broad 
base to the equator and the apex pointing pos- 
teriorly; (b) occasionally to the posterior hori- 
zontal suture line of the lens. 


2. The majority of reported sector opacities 
in the human appear to have attained a status 
recognizable by the ophthalmoscope in two to 
six years (the rabbit equivalent therapeutic 
beta dosage can produce equatorial opacities 
in one month and opacities at the posterior 
suture line in five months in that animal). 


3. The vast majority of beta induced lens 
opacities have not attained a size and density 
at 30 to 70 months postradiation to reduce 
visual acuity. They appear to remain local- 
ized to the area of treatment contact. 

A pessimistic swing of the pendulum of cur- 
rent professional opinion toward the restric- 
tion of beta treatment in ophthalmic therapy 
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is in process. This is the natural result of the 
attitude of caution that the beta ray therapist 
must assume in the use of a treatment that 
provides even a remote possibility of serious 
late complications. 

The reported observations of the restriction 
of beta induced lens opacities to the local area 
of treatment over a several year period, plus 
the paucity of reports of opacities reducing 
vision from high energy applicators i in use for 
many years, are encouraging. 

Most of us who have used beta ray therapy 
for five or more years, without a case of visual 
impairment from change in the lens feel rea- 
sonably optimistic that longer term observa- 
tions will reveal the focal cataract of beta 
irradiation to be permanently localized. Until 
such is proved to be the case, however, we 
must proceed with caution in the use of this 
therapeutic aid. 


Summary 


The principal therapeutic indications and 
complications of beta irradiation are discussed 
in terms of the writer’s experience and recent 
reports in the literature. An optimistic atti- 
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tude but conservative use of beta ray therapy 
about the eye is recommended until the long- 
term behavior of beta-induced cataracts is de- 
finitively evaluated. 


41:1, 1949. 
Shiflett, L.: 


. Reeves, R. 


. Jones, 


- Hughes, W. F., Jr.: 


. Hughes, W. F., Jr.: 
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SALICYLATES IN THE TREATMENT 
OF RHEUMATOID ARTHRITIS 


For years salicylates have been accepted as 
a group of drugs to be used for symptomatic 
relief in rheumatoid arthritis. They have 
been used almost always for their analgesic 
and/or antipyretic effect. However, the salicyl- 
ates have more to recommend them in arth- 
ritis than merely that of an analgesic agent. 


If salicylates are used in large dosage, as 
in the treatment of rheumatic fever, the ef- 
fect is not analgesic and antipyretic but ra- 
ther anti-inflammatory. This has been rec- 
ognized for decades and large doses have been 
used by most internists and pediatricians in 
the treatment of the acute episodes of rheu- 
matic fever. It has been brought out by some 
authors in the past that the salicylate level 
in such instances should be at minimum levels 
of 25 mg. per 100 cc. of blood. 


In the last few years salicylates have been 
used by some clinicians, including your editor, 
in the treatment of rheumatoid arthritis, not 
for their analgesic effect but rather for their 
anti-inflammatory activity. 


There has been accumulated data recently 
that the apparent anti-inflammatory effect of 
salicylates may be mediated through the ad- 
renal-pituitary axis. Thus salicylates may be 
said to have an ACTH-like effect. In 1950, 
Lepper and others! showed the effectiveness 
of salicylates in the prevention of anaphylac- 
tic shock in rabbits sensitized to egg white. 
The following year Van Cauwenberge’s? ex- 
periments in rats indicated that salicylates 
stimulate the pituitary gland to put out ad- 
renocorticotropic hormones thereby stimu- 
lating adrenal cortical activity. 


For sometime it has been known that the 
content of ascorbic acid in the adrenal cortex 
may be used as an indicator of cortical activ- 
ity, and that “stress” is accompanied by de- 
pletion of this vitamin in the cortex. Using 
these facts, Cronheim and his associates,? in 
1952, reported that salicylic acid reduces the 
ascorbic acid in the adrenal glands and that 
an intact pituitary gland is necessary to pro- 
duce this effect. Furthermore, since other sub- 


stances were ineffective they provided controls 
showing that the “stress” of the experiments 
was not the cause of depletion of ascorbic 
acid. 

It would appear, therefore, both from ex. 
perimental work in animals and from clinical 
observations that the salicylates may have an 
ACTH-like effect. It is the application of 
this effect which is the point of this editorial 
comment. Several months ago appeared the 
second report by the Joint Committee of the 
Medical Research Council and Nuffield Foun- 
dation (Great Britain) on “Clinical Trials of 
Cortisone, ACTH and other Therapeutic 
Measures in Chronic Rheumatic Diseases,”* 


The study was set up to compare the ef- 
fects of cortisone and aspirin in the treatment 
of early rheumatoid arthritis. A total of 61 
patients were chosen for the study in six 
centers in England and Scotland. The alloca- 
tion to treatment by cortisone and aspirin 
was at random. Thirty were treated with corti- 
sone and 31 with aspirin. Early cases of rheu- 
matoid arthritis were chosen for study, before 
complications of anatomic changes in joints 
or metabolic disturbances from chronic de- 
bilitating states had developed. The disease 
had been established from 3 to 9 months, and 
bilateral involvement was present, at least four 
joints being involved. 


At the end of a year’s treatment (1954) an 
evaluation of the groups treated with corti- 
sone and aspirin were compared in terms of 
joint tenderness, strength of grip, tests of 
dexterity, and clinical assessments of the ac- 
tivity of the disease. The report at the year’s 
end was summarized as “there appears to have 
been surprisingly little to choose between cor- 
tisone and aspirin in the management of 
these 61 patients in the early stages of rheu- 
matoid arthritis.” 


At the end of the second year the same com- 
parisons were made, and in addition x-ray 
film studies of joints affected were compared. 
In summary, after detailed comparison of the 
groups treated with cortisone and aspirin, the 
conclusion was reached that “at the end of 
two years as previously reported at the end of 
one year, it appears that for practical pur- 


304 

EDITORIALS 

{ 


VOLUME 49 


ses there has been remarkably little to 
choose between cortisone and aspirin in the 
management of this group of patients.” 

Much of the original enthusiasm for hor- 
monal therapy of rheumatoid arthritis has 
waned. These studies in Great Britain 
strengthen the impressions of those clinicians 
who have questioned the use of cortisone in 
a more or less routine fashion in rheumatoid 
arthritis, especially when faced with the un- 
toward side effects of hormonal therapy. 

There is much to be said for the continued 
use of salicylates in large dosage for their anti- 
inflammatory effect in the management of 
rheumatoid arthritis. Rarely are gastric symp- 
toms of sufficient severity to require a stop- 
page of the treatment. Incidentally, gastric 
irritation is not to be combated by the use 
of enteric coated salicylates since, in the edi- 
tor’s experience, absorption of the drug then 
may be variable and may be accompanied 
y a drop in blood salicylate level. 
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SCREENING FOR ASYMPTOMATIC 
DISEASE 


In recent years there has been an increas- 
ing emphasis upon the routine examination 
in the search for an early diagnosis of dis- 
eases which are thought of as being chronic 
and resulting all too often in disability which 
is permanent. Preventive medicine of the 
past had as its objective the finding and con- 
trol of infectious diseases. Sanitary measures, 
epidemiologic control, isolation or quaran- 
tine, and immunization accomplished a re- 
markable record of a decreasing incidence of 
the scourges of past decades. The antibiotics 
provided the coup de grace to some of these 
problems. 

With the practical elimination of, or rapid 
and definitive treatment of most infectious 
diseases the life span has been markedly in- 
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creased. And with this has been a shift in 
the focus on disease, from the infectious dis- 
eases to those of older age, chronic diseases 
of degenerative nature, those due to long 
standing abnormalities subject to correction, 
and to those of malignant origin. The stimu- 
lus to this shift in focus has had several 
origins. Increasingly medical research has 
been driven into study of degenerative proc- 
esses, as infectious diseases have offered less 
fertile fields for investigation. The practi- 
tioner of medicine dealing with an increasing 
percentage of older patients has had to be- 
come interested in their problems. Finally, 
management in industry has become aware 
of the need of an “overhaul of the human ma- 
chine” as well as of the machines and plants. 
In dollars and cents, management has felt it 
should know where it stands in the health of 
its officials in whom there is a large monetary 
investment in terms of experience, training, 
and “know-how.” 

One field of medicine only had developed 
the technics of prevention of disease and is 
far ahead of the others. The pediatricians 
have for years conducted well-baby clinics and 
their equivalent in private practice. Much 
of the pediatrician’s time is spent in keeping 
children well. In recent years health surveys 
have been made available to certain groups 
which lend themselves to such study. These 
have been student groups, studied in student 
health services in colleges, and employees in 
some of the larger industries, especially those 
with well-organized departments of industrial 
medicine. 

The increasing interest in this approach 
to the prevention of disease and disability 
through early diagnosis is illustrated by a 
variety of items. A Conference in the Pre- 
ventive Aspects of Chronic Disease was held 
in Chicago in 1951. The National Institute 
of Health of the U. S. Public Health 
Service has studies underway in some of the 
medical problems involved, and a number of 
grants have been given medical schools for 
this purpose. This editorial comment is to 
direct the reader who has interest in this sub- 
ject to a recent symposium on Screening for 
Asymptomatic Disease, to which a whole issue 
of the Journal of Chronic Diseases was de- 
voted.* 


um. Screening for Asymptomatic Disease, J. Chronic 


Dis» 2: "1955. 


f 
j 
a 
| 
| 


306 SOUTHERN MEDICAL JOURNAL 


The Symposium consists of sixteen papers 
dealing with the general problems of screen- 
ing, and the specific problems of screening 
for defects in children, chest diseases, heart 
disease and hypertension, cancer, diabetes 
mellitus, anemia and other blood dyscrasias, 
syphilis, and glaucoma. The general problems 
of screening for asymptomatic disease offer 
the greatest difficulties as brought out in the 
symposium. As has already been indicated, 
this is feasible in industry, where the indus- 
trial physician does the screening and refers 
the employee needing attention to his family 
doctor. The medical department of industry 
then may or may not follow-up the referred 
person to learn whether the employee has ac- 
cepted advice. Public Health units have been 
utilized for such screening activities, and it 
has been suggested that outpatient clinics of 
hospitals might offer the facilities for screen- 
ing examinations. In California, during the 
past seven years, 16 multiphasic screening 
projects have been carried out, 100,000 persons 
having received this service. From the Cali- 
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fornia experience it seems that a battery of 
12 tests making up the multiphasic screening 
can be provided at a cost of about $5.00. This 
experience in screening, unless in industry 
or in colleges, was done with the approval and 
in some instances with the aid of county 
medical societies. 

There is a growing interest in screening for 
asymptomatic disease both by management 
and labor. They, health departments, and 
voluntary health organizations are or will be 
asking for advice from the medical profes. 
sion in these matters. The subject is a matter 
of interest to the profession for it only can 
provide the proper advice, and the finding 
of disease early is good medical practice. Such 
projects may well strengthen physician-patient 
relationships for, as the result of screening 
procedures, many persons will select a doctor 
who otherwise would not do so. In some of 
the California experiences as many as half 
of those screened were referred to their phy- 
sicians for diagnostic study or treatment. 

Epitor 


Antipoliomyelitis Horse Serum* 


“In 1910, Flexner reported an attempt to produce 

an immune horse serum against poliomyelitis as 
follows: 
“It has, for instance, been found that the horse does 
not readily respond even to large injections of filtrates 
carrying the active virus with the development of im- 
munity principles within the blood. It is true that 
our experiments are restricted to a single horse for 
the present, the blood serum of which, after many 
months of treatment, had no restraining effect on the 
virus either in vitro or within the body.” - - - 

“This one experiment, therefore, did not discourage 
me. Then, again, another method might lead to suc- 
cess when this failed. 

“With this view in mind I enlisted the cooperation 
of Dr. Banzhaf, one of the assistant directors of the 
Research Laboratories of the Department of Health 


*Neustaedter, Marcus: Antipoliomyelitis Horse Serum. Its 


Preparation and Use, J.A.M.A. 96:933, 1931. 


of the City of New York, who henceforth collaborated 
with me in all this work - - -. 

“In August, 1916, we began to inject a horse with 
trypsinized filtrates of cord and brain suspension of 
children that died of poliomyelitis. After twenty injec- 
tions, we decided to continue with subcutaneous injec- 
tions of 5 per cent suspensions containing the live virus 
without any trypsin and this method we have pursued 
throughout our entire work for nearly thirteen years. 
Brains and cords of monkeys that were successfully 
infected with poliomyelitis were used whenever human 
material was unobtainable. 

“The serum of this horse protected one monkey 
completely from an intracerebral inoculation of 0.5 cc. 
of a 5 per cent suspension of a very potent virus. 
This animal received nine daily injections of the 
serum, 3 cc. intraspinally and 17 cc. intramuscularly. 
Two monkeys were protected from intracerebral in- 
jections of a mixture of one part of virus suspension 
and two of the serum. The controls came down 
promptly with poliomyelitis and died. Their brain 
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and cord presented the characteristic pathologic 
changes of the disease. - - - 

“Encouraged by these results we continued our work 
during the following thirteen years by inoculating 
three more horses with equally good results. - - - 

“The criterion of the efficacy of the serum, how- 
ever, can be tested in frankly paralytic cases only, and 
this was amply demonstrated by the French clinicians 
and to some extent by us as well. Our experience is 
limited to six frankly paralytic cases in which we ob- 
tained most gratifying results—four of our own and 
two of Netter in Paris, to whom we sent 500 cc. of 
our serum six years ago. I regret to say that in spite 
of the positive experimental evidence in the last thir- 
teen years at the research laboratories of the Depart- 
ment of Health of this city under the auspices of its 
director, Dr. Park, no opportunity was afforded us 
to test the value of the serum clinically. - - - It 
certainly is deplorable that the pioneer clinical work 
was left to Europe. 

“Pettit reports the successful use of the serum clin- 
ically in twenty-five cases with frank paralysis, Netter 
in twenty-two cases, Etienne in several, and Minet and 
Porez in four. Parouneix relieved a bulbar paralysis 
and further on mentions a case of Strop Beneck with 
a total paralysis of all four extremities and one of 
Debre with a bulbar paralysis as promptly ameliorated 
by the serum. Abroad it is used as Pettit serum. - - - 

“The immediate effect of the administration of the 
serum in the monkey is not closely analogous to that 
in man, particularly when injected intraspinally. The 
monkey apparently stands the serum well when it is 
injected daily intraspinally and intramuscularly at 
the same time. In man, however, intraspinal injec- 
tions invariably produce violent reactions, character- 
ized by a rapid rise of temperature up to 104 or 
106 F., and at times even convulsions and coma. Pettit 
and others report similar experiences. The intravenous 
and intramuscular routes are practically devoid of any 
unpleasant effects if properly checked and are just 
as effective. The safest method to forestall an anaphy- 
lactic reaction is to inject the patient with one-fourth 
grain of morphine and one one-hundredth grain of 
atropine sulphate, and after several minutes to inject 
a few minims of the serum subcutaneously. If after 
ten minutes no reaction appears, it is safe to proceed 
with the intravenous or intramuscular injection of 
the serum. - - - - 

“The efficacy of our antipoliomyelitis horse serum 
and that of Pettit of Paris, who followed our method, 
was shown in more than sixty cases of frankly paralytic 
cases of poliomyelitis. 

“The earlier a case is diagnosed the better will be 
the result of the serum, if given early. 

“Cases presenting a chronic course with elevation 
of temperature should be afforded the benefit of the 
serum, which is as harmless as any other antitoxin. 
It can be standardized and obtained in large quan- 
tities and is always available.” 
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Transfusion Donors as Sources of Immune Serum for 
Treatment of Poliomyelitis** 


“Since human immune serum is the only available 
substance having a generally recognized specific thera- 
peutic effect in poliomyelitis, and since to be effective 
it must be used early in the disease, it is of the greatest 
importance that adequate supplies of serum preferably 
of known neutralizing value, be on hand, or at least 
that potential donors of such serum be quickly avail- 
able. Every one who has dealt with the problem in 
the presence of an epidemic is familiar with the con- 
siderable difficulties in satisfactorily solving it. - - - - 

“In a recent contribution, Shaughnessy, Harmon 
and Gordon have shown (that) - - - in only four 
out of seven persons who had been attacked by the 
disease from six months to two years before the 
test did the serum neutralize poliomyelitis virus. 
Such observations are in harmony with earlier ones 

“Shaughnessy and his associates confirmed and ex- 
tended the earlier observations - - - that the serums 
of ‘normal’ persons without history of previous at- 
tacks of poliomyelitis may contain immune bodies. 
They found that the serums of thirteen out of fifteen 
(87 per cent) such persons over 2 years of age were 
capable of neutralizing virus, eleven of them in serum 
dilutions of 1:30 and two of them possible in dilutions 
of 1:200. - - - Aycock and Kramer furnished the most 
exhaustive statistics on the point. In forty-six normal 
individuals of urban residence, thirty-two, or 70 per 
cent, neutralized virus; and of the thirty-four who were 
aged 5 years or older twenty-seven, or 86 per cent, neu- 
tralized. The neutralization of serums from individ- 
uals in rural communities was*much lower. - - - 


“. . - It is highly probable that the antibody con- 
tent of pooled serum is frequently lowered by the in- 
clusion of samples of no value, and individual un- 
tested samples (or even pooled samples) - - -. 

“The following suggestions are made. 

1. It is advisable to test for viricidal properties those 
samples of human serum intended for the treatment 
of poliomyelitis. - - - 

2. State or municipal boards of health might be 
charged with the duty of making such tests or of de- 
fraying the expenses - - -. 

§. Adult transfusion donors are frequently immune 
to poliomyelitis, and their blood, when tested and 
found to contain viricidal properties, forms an abun- 
dant and readily available source of serum for treat- 
ment. - - - 

4. The availability of transfusion donors for the 
treatment of poliomyelitis suggests the possibility of 
using large amounts of immune blood by direct trans- 
fusion in severe cases as a means of obtaining prompter 
and more thorough therapeutic action than is afforded 
by intramuscular or intrathecal injection.” 


**Faber, Harold K.: Transfusion Donors Sources of 
for Treatment of Poliomyelitis, J.A.M.A. 
96:935, 
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Handbook of Toxicology. Volume I, Acute Toxicities. Edited 
by William S. Spector. 408 pages. Philadelphia: W. B. Saun- 
ders Company, 1956. Price $7.00. 


Pathologic Physiology—Mechanisms of Disease. Edited by Wil- 
liam A. Sodeman, M.C., Professor of Medicine and Chairman 
of the Department of Medicine, School of Medicine, University 
of Missouri. Second Edition, 931 pages, 173 mgr Phil- 
adelphia: W. B. Saunders Company, 1956. Price $13.00 


Joint Ligament Relaxation Treated By Fibro-Osseous Prolifera- 
tion. By George Stuart Hackett, M.D., Consulting Surgeon, 
Mercy Hospital, Canton, Ohio. 97 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1956. Price 4.75 5. 


Mysterious Waters to Guard. (Essays and Addresses . ia 
thesia.) By Wesley Bourne, M.D., C.M., M.Sc., R.C.P., 
F.LC.A., D.A., F.A.C.A., F.F., A.R.C.S. Professor a of 
Anaesthesia, McGill University. $27 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1955. Price $8.50. 


Biochemical Mechanisms in Inflammation. By Valy Menkin, 

M.D., Head of Department of Experimental Pathology, Agnes 

Barr Chase Foundation for Cancer Research, Associate Profes- 

sor of Experimental Pathology, iy. Temes University School of 

Medicine. American Lecture 412 pages, illustrated. Sec- 

Charles C. Thomas, Publisher, 
rice 


Causal Factors in Cancer of the Lun, a Carl V. Weller, 
M.D., Chairman of the Department and Professor of Pathology 
in the Medical School, an Pathologist to the University Hos- 
pital, University of Michigan gan. American Lecture Series. 107 
pages. § ce Illinois: Charles C. Thomas, Publisher, 1955. 


ice $3. 


Control of Insect Vectors in International Air Traffic. A sur- 
vey of existing legislation. World Health Organization. 60 pages. 
New York: Columbia University Press, 1955. Price $.70. 


The Interpretation of the Unipolar Electrocardiogram. By 
Gordon B. Myers, Professor of Medicine, Wayne Univer- 
sity College of Medicine. 164 pages, illustrated. St. Louis: The 
C. V. Mosby Company, 1956. Price $4.75. 


Integrated Gynecology. By 1. C. Rubin, M.D., formerly Clini- 
cal Professor of Gynecology, College of Physicians and Sur- 
geons, Columbia University and formerly Clinical Professor of 
Obstetrics and Gynecology, New York University; and by Josef 
Novak, M.D., Professor of Obstetrics and Gynecology, Univer- 
sity of Vienna, and formerly Clinical Professor of Gynecology, 
College of Physicians and Surgeons, Columbia University. 
Three Volumes, 589, 496 and 682 pages, respectively. New 
York: The Blakiston Division of McGraw-Hill Book Co., Inc., 
1956. Price $60.00. 


The American Drug Index. Charles O. Wilson, Ph.D., Profes- 
sor of Pharmaceutical Chemistry, College of Pharmacy, Univer- 
sity of Texas, and Tony Everett Jones, M.S., Instructor of 
Pharmaceutical Chemistry, College of Pharmacy, University of 
576 pages. Iphia: J. B. Lippincott Company, 


The Blood-Brain Barrier. Louis Bakay, M.D., Instructor 
in Surgery, Harvard Medica School, Assistant in Neurosur- 
gery at Massachusetts General Hospital. American ure Se- 
ries. 154 pages. Springfield, Illinois: Charles C. Thomas, Pub- 
lisher, 1956. Price $5.50. 


Postural Back Pain. By Milton C. Cobey, M.D., Professor of 
Orthopedic Surgery, Georgetown University Medical School. 
American Lecture Series. 78 Sosingsiatd, Illinois: Charles 
C. Thomas, Publisher, 1955. Price $3.00 


The Give and Take in Bessie. By Temple Burling, M.D., 
Edith M. Lentz, Ph.D., and Robert N. Wilson, Ph.D. A study 
conducted by the New York — School of Industrial and 
Labor Relations, a unit of the State University of New York at 
Cornell University, with the support and cooperation of 2 
American Hospital Association. 355 pages. New York: G. 
Putnam’s Sons, 1956. Price $4.75. 


Planning New Institutional Facilities for Long Term Care. By 

Edna Nicholson, Executive Director, The Institute of Medicine 

Peary 358 pages. New York: G. P. Putnam’s Sons, 1956. 
rice $4.50. 


The Exceptional Child Faces Adulthood. Proceedings of the 
1955 Spring Conference of the Child Research Clinic of The 
Woods Schools, held in New York City, May 6 and 7. Spon- 
sored by The Woods Schools, A Non-Profit Residential School 
for Exceptional Children, Langhorne, Pennsylvania. 114 pages. 
Langhorne, Pennsylvania: The Woods Schools, 1955. 


On the Nature of Man. agobert 
New York: Philosophical Library, 1956. hae $3.00. 


Protein Malnutrition. 

oe sponsored by the Food and Agriculture Organization of 
U.N. and W.H.O. and Josiah Macy Jr. Foundation. Edited by 

Cc. New York: Columbia University Press, 1956, 
rice $ 


By D: Runes. 105 Pages. 


Proceedings of Conference in Jamaica 


Physiology and Pathology of Infant Nutrition. By L. F F. Meyer, 
M.D., and Erich Nassau, M.D., Israel. Translated by Kurt 
Glaser, M.D., and Susanne Glaser, B.A. Completely revised 
second edition. 528 pages. Illinois: Charles 
Thomas, Publisher, 1955. Price $11. 


Hypnotic Suggestion—Its Role in Pahenearatte and Psychoso- 
matic Disorders. By S. J. Van Pelt, M.B., 92 pages. New 
York: Philosophical Library, 1956. Price 


The Dynamic Equilibrium of Body Proteins. By George H. 
Whipple, M.D., Professor of Pathology Emeritus and Dena 

of (Medicine ana Emeritus, the Universe 
of Rochester. pages. Springfie inois: Charles C. Thomas, 
Publisher, 1955. Price $3.25. ™ 


Cybernetics Circular Causal and Sogtbest Mechanism ig 

Biological and Social Systems. Edited by Heinz von Foerster 

Department of Electrical Engineering, University of Tilinein” 

Champaign, Illinois. Transactions of Tenth Con —— April 

by Josiah Macy, Jr. Foundation, New York, 
ice $2. 


Chest X-Ray Diagnosis. By Max Ritvo, M.D., Assistant Clini- 
cal Professor of Radiology, Harvard Medical School. 625 
Second Edition, thoroughly revised, 633 illustrations on 
Engravings and 1 Color Plate. Philadelphia: Lea & Febiger, 
1956. Price $16.00. 


White Coolies. By Betty Jeffrey. 204 pages. New York: Phil- 
osophical Library, Inc., 1955. Price $3.75. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 


Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Footnotes and 
bibliographies should conform to the following style: 


1. Doe, J. E.: What You Should Know 
about It, New Imgland J. Med. 
243:435, 1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 


Reprints: Reprints are available at publisher's cost. An 
order form will accompany author's galley proof and should 
be returned with the galley to the Editor. 


Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 


Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 


Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, Empire 
Building, Birmingham 3, Alabama. 
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Capitol surrounded by some of the leading Washington hotels 


Southern Medical Association 
GOLDEN ANNIVERSARY MEETING 


WASHINGTON, D. C. 
November 12-15, 1956 


Plan Now To Attend 


(Over for Housing Application Form) 


A 

Ta 


APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association Meeting, Washington, November 12, 13, 14 and 15, 1956 


A Housing Bureau has been established for your convenience in making hotel reservations in Washington 
for the forthcoming meeting of the Southern Medical Association. Comparable room rates are listed. Use the 
reservation blank below. Please specify your first, second and third choice hotel. All requests for reservations 
should give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; and 
(3) names and addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD 
BE CLEARED THROUGH THE HOUSING BUREAU. Since all requests for rooms will be handled in 
chronological order, you should mail your application as early as possible. All reservations will be confirmed, 


Hotel Single Double Bed Twin Beds Suite 
AMBASSADOR......... 5.50- 8.50 S$ 8.00-11.00 $10.00-11.00 $14.00-19,00 


MANGER ANNAPOLIS ..............- 850-1200  —........ 
8.00-19.00 14.00-20.00 14.50-22.00 17.50-45.00 
10.00-14.00 14.00 & Up 


HOUSING BUREAU 

SOUTHERN MEDICAL ASSOCIATION 
1616 K Street, N. W. 

Washington, D. C. 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Hotel Preference Kind of Accommodations Desired 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom 
you are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) Address 


Individual Requesting Reservations If the hotels of your choice are unable to accept your 
reservation, the Housing Bureau will make as good a 
reservation as possible elsewhere. 
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*New Officer—Elected Houston Meeting, 1955 


ALABAMA 


Dr. $. A. Kahn has succeeded Dr. Paul W. Shannon 
as president of the Medical Staff of Birmingham 
Baptist Hospitals. Dr. Louise Branscomb is the new 
vice-president and Dr. Hal Ferguson will serve as 
secretary. Dr. A. E. Casey has been re-elected to the 
Executive Committee for a five-year term. Drs. Hugh 
Linder, Paul W. Shannon and Herbert Carmichael 
will serve one-year terms on the Executive Committee. 
The members serving unexpired terms are Drs. D. C. 
Donald, J. D. Heacock, H. E. Simon, C. D. Gaines, 
and Walter Haynes. 


ARKANSAS 


Dr. Alastair D. Hall, Little Rock, has accepted an 
appointment as medical director for Pioneer Western 
Life Insurance Company. 

Dr. Ben N. Saltzman, Mountain Home, is a member 
of the 1956 Rotary Institute Agenda Committee of 
Rotary International. 

Dr. Raymond C. Goodman has become associated 
with Holt-Krock Clinic in Fort Smith where he 
will limit his practice to anesthesia. 


Dr. William B. Stanton, Texarkana, was inducted 
into the American College of Surgeons as a Fellow. 

Dr. Charles G. Pearce is directing the expansion 
of the Heber Springs Hospital with a new 10-room 
addition. 

New officers recently elected by the Washington 
County Medical Society are: Dr. C. S. Applegate, 
Springdale, president; Dr. Preston L. Hathcock, Fay- 
etteville, vice-president; Dr. W. J. Butt, Fayetteville, 
secretary-treasurer. 

The Faulkner County Medical Society elected Dr. 
John W. Sneed, Jr., Conway, president and Dr. 
Charles A. Archer, Jr., Conway, secretary for the 
coming year. At the same meeting Dr. B. F. Bannister, 
also of Conway, was appointed Chief of Staff of 
Memorial Hospital. 


The Jefferson County Medical Society has elected 
the following new officers: Dr. E. L. Hutchison, presi- 
dent; Dr. J. S. Spillyards, vice-president, and Drs. 
Howard Stern and Charles W. Reid, delegates to the 
State Medical Society. Drs. Harold Morris and Calvin 
Simmons will serve as alternates. Dr. Charles W. An- 
derson was named Chief of Staff of Davis Hospital. 
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The other new staff officers include Drs. Frank Reed 
and J. S. Robinette. 

Dr. Grover D. Poole, Jonesboro, has been elected 
president of the Craighead-Jonesboro Medical So- 
ciety. The other officers are Dr. James W. Webb, 
Jonesboro, vice-president and Dr. J. H. McCurry, Cash, 
secretary. 


DISTRICT OF COLUMBIA 


During the annual meeting of the Southern Medical 
Association in Houston, Texas, Dr. Milton C. Cobey 
was elected vice-chairman of the Section on Ortho- 
pedics. 

The Section on General Practice of the Medical 
Society of the District of Columbia has nominated 
Dr. R. Lee Spire as the selectee of the District of 
Columbia for General Practitioner of the Year. 

The District of Columbia Trudeau Society has 
elected the following officers: Dr. Daniel L. Finucane, 
president; Dr. Otis F. Fraley, president-elect; Dr. 
Wilder P. Montgomery, vice-president; Dr. Milton 
Gusack, secretary-treasurer; Drs. James Laurey, Ed- 
ward Blomquist, and Luther Terry, members of the 
Executive Committee. 


Dr. Thomas McPherson Brown, professor of medi- 
cine at George Washington University School of Medi- 
cine, has received the honor of being the first to 
occupy the newly endowed Eugene Meyer Chair of 
Medicine at the University. 

The Jefferson Medical College, Philadelphia, has 
conferred an honorary degree on Dr. Fred L. Soper, 
Director of the Pan American Sanitary Bureau. 

Dr. Winfred Overholser, Superintendent of St. Eliza- 
beth’s Hospital, has been elected an honorary mem- 
ber of the Sociedad de Neuro-Psiquiatria y Medicina 
Legal of Lima, Peru. Dr. Overholser was an invited 
contributor at the Paris meeting of the International 
Colloquium on Chlorpromazine and Other Neuroleptic 
Drugs in Psychiatric Treatment. 

Dr. Roy G. Klepser, associate professor of thoracic 
surgery, Georgetown University School of Medicine, 
has been elected to the Executive Committee. 

At the annual meeting of the Gorgas Memorial 
Institute of Tropical and Preventive Medicine, Dr. 
Walter A. Bloedorn was re-elected secretary. 


Dr. Paul D. Cantor, professor of legal medicine 
at Georgetown University School of Medicine, has 
been sworn in as a member of the District of Co- 
lumbia Bar. Dr. Cantor is an alumnus of George- 
town University School of Medicine and recently 
received the degree of Bachelor of Laws at the Uni- 
versity. He carried on his medical practice while in 
attendance at the Law School and plans to continue 
now. Dr. Cantor joined the Graduate Law faculty 
at the beginning of the 1956 term. 

Dr. Glen Pincock has been selected Medical Of- 
ficer of the National Bureau of Standards and the 
Diamond Ordnance Fuze Laboratories. 

Dr. I. Phillips Frohman has been appointed Ameri- 
can Editor and Correspondent for the South African 
Practitioner. 


The American College of Surgeons inducted the 
following members of the District Medical Society 
into fellowship: Drs. James D. Brew, Jr., Hamilton 
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P. Dorman, James R. Goodson, Owen Gwa ’ 
Anson R. Hyde, Norman H. Isaacson, Laszlo Ormandy, 
Arthur F. Passarelli, and Robert S. Smith. 

Dr. Lorenz Zimmerman, Chief of the Ophthalmic 
Pathology Section of the Armed Forces Institute of 
Pathology, was one of the members of a Symposium 
on Collagen Diseases during the Fifth Pan American 
Congress of Ophthalmology, held in Santiago, Chile, 
January 9-14. 

Dr. Benjamin Manchester has been elected to mem. 
bership in the Section on Therapy of the Committee 
on Cardiovascular Diseases of the American College 
of Chest Physicians. 

The American Cancer Society, Region II, has re- 
elected Dr. Calvin T. Klopp as director for a two-year 
term. Dr. Klopp is Director of the George Washing. 
ton University Cancer Clinic. 

Dr. Reaumur S. Donnally, Washington, D. C., has 
been appointed advisory editor on medicine for the 
Encyclopedia Americana. 


Dr. Paul F. Dickens, professor emeritus of clinical 
medicine, George Washington University School of 
Medicine, was awarded the University of Tennessee's 
Certificate of Merit. The award was made in recogni- 
tion of his 50 years of service as a professor of 
medicine in the U. S. Navy and in civilian life. 


Dr. Clarence Sumner Greene, chief, division of 
neurosurgery in Howard University College of Medi- 
cine, has succeeded Dr. J. Richard Laurey as head 
of the department of surgery. Dr. Laurey has re- 
mained as professor of surgery and chief of the 
division of thoracic surgery. 

The officers of the Baltimore-Washington Derma- 
tologic Society are Dr. Eugene Bereston, Baltimore, 
president and Dr. Arnold Gould, Washington, secre- 


tary. 
FLORIDA 


Dr. Walter W. Sackett, Jr., chairman oi the Gen- 
eral Practice Section of Southern Medical Association 
in 1954, appeared over a nationwide hook-up on 
Miss Arlene Francis’ “Home Show.” A NBC-TV of- 
ficial at the Southern Medical Association Meeting 
in Houston heard Dr. Sackett’s paper, “A New Concept 
of Baby Feeding” and asked him to discuss and dem- 
onstrate his theories on feeding of infants on the 
television program. 

Dr. Sherman B. Forbes, Tampa, has been appointed 
president-elect of the Section on Ophthalmology and 
Otolaryngology of the Southern Medical Association. 

Dr. Collins W. Swords, Jr., Dade County, has been 
certified by the American Board of Ophthalmology. 

Dr. James J. Griffitts, Miami, has been installed 
as president of the American Association of Blood 
Banks. Dr. James N. Patterson, Tampa, served as 
chairman of the nominating committee. 

Included in the group of thirty Florida physicians 
who have become Fellows of the American College 
of Surgeons are Drs. George M. Stubbs and Jonathan 
H. Wood, Jacksonville; Dr. David W. Goddard, Day- 
tona Beach; Dr. Willis D. Bidgood, DeLand; Dr. John 
E. Daughtrey, Lakeland; Drs. Harold W. Johnston, 
James D. Moody and Ernest J. Stevens, Orlando; Drs. 
Pascal G. Batson, Jr., and Alpheus T. Kennedy, Pen- 
sacola, and Dr. Francis T. Holland, Tallahassee. 
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Dr. Richard H. Sinden, St. Petersburg, was elected 
president of the Florida Clinical Diabetes Association. 

At the annual meeting of the Florida Academy 
of Preventive Medicine Dr. Joseph M. Bistowish, Jr., 
of Tallahassee, was elected president. The other of- 
ficers named were: Dr. Turner E. Cato, Miami, first 
vice-president; Dr. Frank M. Hall, Gainesville, second 
vice-president, and Dr. Clarence L. Brumback, West 
Palm Beach, secretary-treasurer. 


Dr. Lee Sharp, Pensacola, has been appointed sec- 
ond vice-president of the Gulf Coast Clinical Society. 

Dr. George H. Putnam, Gainesville, has been 
named president of the Gainesville Shrine Club. 

The Florida Pediatrics Society has elected the 
following officers for 1956: Dr. Wesley S. Nock, Coral 
Gables, president; Dr. Joel V. McCall, Jr., Daytona 
Beach, vice-president and Dr. Henry G. Morton, Sara- 
sota, secretary-treasurer. 


Dr. Joseph W. Scott addressed the British West 
Indies Medical Association, Kingston, Jamaica. He 
chose as his topic “Early Carcinoma of the Cervix.” 


Dr. Hunter B. Rogers was inducted as the new 
president of the Dade County Medical Association. 
The following officers will serve during 1956: Dr. 
Frank M. Woods, Board of Trustees; Dr. Walter W. 
Sackett, Jr., president-elect; Dr. Nelson Zivitz, vice- 
president; Dr. Vincent P. Corso, secretary; Dr. Frank- 
lin J. Evans, treasurer. 


Dr. Carlos P. Lamar, member of the Clinical Faculty 
of the University of Miami Medical School, was hon- 
ored as a guest of the Cuban Society of Gastro- 
enterology during the Fifth Pan-American Congress of 
Gastroenterology held in Havana, January 21-27, 
1956. Dr. Lamar’s contribution was entitled “Frac- 
tionated Normocaloric Diet Low in Fats and High 
in Sugars in the Management of Hepatic Diseases 
and Diabetes.” 


GEORGIA 


Dr. William T. Edwards has been elected presi- 
dent of the Atlanta Eye, Ear, Nose and Throat 
Society. The other officers elected are Dr. Nathan 
Gershon, vice-president and Dr. J. Jack Stokes, 
secretary-treasurer. 


Dr. T. F. Sellers has been named president of the 
State and Provincial Health Authorities of North 
America. 


Dr. Rives Chalmers was re-elected to the board 
of directors of the National Association for Mental 
Health. 


Emory University School of Medicine has an- 
nounced the following faculty promotions: Dr. Ira 
A. Ferguson to professor of clinical surgery; Dr. Ivan 
B. Ross named part-time assistant professor of pathol- 
ogy in the School of Dentistry; new instructors, Dr. 
Sanford J. Matthews, pediatrics and Dr. Milton F. 
Bryant, surgery. 

Dr. Tully T. Blalock has been elected chief of 
medicine at St. Joseph’s Infirmary and a member 
of the Board of Governors. 


Dr. Arthur P. Richardson, director of the division 
of basic health sciences in the Emory University 
School of Medicine, will become dean of the medical 
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school July 1. Dr. Richardson will replace Dr. R. 
Hugh Wood who will devote full time to his work 
as clinic director. Dr. Carl C. Pfeiffer, chairman of 
the department of pharmacology, will become acting 
director of the division of basic health sciences. 


KENTUCKY 


The American College of Surgeons inducted as 
Fellows eleven Kentucky physicians. The group in- 
cludes: Drs. Kurt Ackerman, David W. Griffin, Oscar 
J. Hayes, and Harold E. Kleinert of Louisville; Dr. 
James K. Conlan, Harlan; Dr. Ernest A. Golia, Jen- 
kins; Drs. T. Rothrock Miller and Kearns R. Thomp- 
son, Jr., of Lexington; Dr. George H. Widener, Padu- 
cah; Dr. Russell H. Davis, Pikeville and Major Ralph 
G. Thomas, Leitchfield. 

Dr. W. Vinson Pierce, Covington, has been re- 
elected president of the Kentucky Physicians Mutual 
Inc., the Blue Shield Medical Care plan. Dr. Cole- 
man C. Johnston, Lexington, and Dr. William H. 
Cartmell, Maysville, have been named first and second 
vice-presidents respectively. In addition, the following 
officers were re-elected: Dr. Branham B. Baughman, 
Frankfort, treasurer; Dr. Raymond F. Dixon, Louis- 
ville, secretary and assistant treasurer and Dr. D. 
Lane Tynes, Louisville, executive director. 


Dr. Russell Starr, Glasgow, has succeeded Dr. Frank 
Moore, Bowling Green, as president of the Sixth 
Councilor District. The society elected Dr. Lillard 
Beasly, Franklin, vice-president and re-elected Dr. 
Harold Keen, Bowling Green, treasurer. Dr. L. O. 
Toomey, Bowling Green, is the councilor from the 
Sixth District. 


The Jessamine County Medical Society elected Dr. 
M. C. Pentz president and Dr. J. S. Williams secretary 
of the society for the coming year. 


Dr. J. Campbell Cantrill has been elected president 
of the Scott County Medical Society for 1956. The 
other officers elected were: Dr. C. R. Lewis, vice- 
president; Dr. H. G. Wells, Delegate; Dr. F. W. Wilt, 
alternate; Dr. W. S. Allphin, censor, 3 years; Dr. 
H. V. Johnson, secretary-treasurer. 


Dr. Laurence M. Quill, Newport, has been elected 
president of the Association of Surgeons of the Chesa- 
peake and Ohio Railway. 


The American College of Surgeons has elected Dr. 
Daniel S. Elkin president-elect. Dr. Elkin is a native 
Kentuckian and former professor at Emory University, 
Atlanta. 

Dr. A. B. Mullen, medical director of Waverly Hills 
Tuberculosis Sanatorium, has been elected president 
of the Kentucky Chapter, American College of Chest 
Physicians. Dr. Otis Shelton, Outwood, and Dr. J. 
Ray Bryant, Louisville, will serve as vice-president 
and secretary-treasurer respectively. 


Dr. Joe Godstein, Louisville, was named president 
of the Kentucky Psychiatric Association. Other officers 
include Dr. John Bell, Louisville, vice-president and 
Dr. Charles Feuss, Lexington, secretary-treasurer. 


Dr. Gradie R. Rowntree, Louisville, was awarded 
the Citation for Outstanding Service by the Presi- 
dent’s Committee on Employment of the Physically 
Handicapped, and thereby became Kentucky’s nomi- 
nee for the National Award. 
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Dr. Guy Aud, Louisville, past president of the 
Kentucky State Medical Association, has been named 
an Honorary Life Member of the Board of Directors 
of the American Cancer Society. 


LOUISIANA 


Dr. Walter F. Becker, clinical instructor in surgery 
at Louisiana State University School of Medicine, 
has been elected to fellowship in the Southern Sur- 
gical Association. 

Dr. C. Gordon Johnson, professor of obstetrics and 
gynecology in the Tulane University School of Medi- 
cine, has been named a Fellow in the American 
Association of Obstetrics and Gynecology. 

Dr. Jack R. Anderson has been appointed chief of 
otolaryngology, Independent Service at Charity Hos- 
pital, New Orleans. 

Dr. Rudolph J. Muelling, Jr., has succeeded Dr. 
Stanley Durlacher as pathologist with the Orleans 
Parish Coroner’s office. 

Dr. J. William Rosenthal was elected to member- 
ship in the Academy of Ophthalmology and Otolaryn- 
gology at the meeting held recently in Chicago. 


Dr. B. Bernard Weinstein, as a member of an in- 
ternational group of physicians, participated in a 
two day session to inaugurate the Roosevelt Mater- 
nity Hospital in Guatemala City. Before returning 
to the United States, Dr. Weinstein gave lectures in 
Salvador and Mexico. 

Dr. Edwin L. Zander has been elected first vice- 
president of the City Park Board of New Orleans. 

Dr. Alton Ochsner will retire as chairman of the 
department of surgery at the Tulane University School 
of Medicine. Dr. Ochsner assumed his duties as head 
of the department 28 years ago and has built a 


worldwide reputation through his famed Ochsner | 


Clinic. He plans to continue as a member of the 
faculty as professor of clinical surgery. 


MARYLAND 


Dr. Norvell Belt, Chief of Neurology at the Frederick 
Memorial Hospital, has been elected president of the 
Frederick County Medical Society. 

The Recreation Board of Cumberland has reap- 
pointed Dr. Thomas Robinson, Cumberland, to the 
Board. 


Dr. Benedict Skitarelic, Cumberland, was named 
to the executive board of the Allegany-Garrett County 
Heart Association. 

Drs. William Alfred VanOrmer and William Fred- 
erick Williams have been appointed co-chairmen of 
the Heart Disease Program in Allegany and Garrett 
Counties. 

A dinner and “This Is Your Life” program was 
held by the Beth Jacob Jewish Congregation in 
honor of Dr. Samuel M. Jacobson, one of the founders 
of and very active participants in the Allegany- 
Garrett County Heart Association. Dr. Jacobson was 
presented with an engraved watch. 


MISSISSIPPI 


Dr. Floy Jack Moore, assistant professor of psy- 
chiatry and psychology at Baylor University, Houston, 
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Texas, has been appointed professor of psychiatry 
and chairman of the department of psychiatry at the 
University of Mississippi Medical Center in Jackson. 
He will assume his duties on June 1. 


Dr. G. R. Ridings, formerly an instructor in the 
department of radiology at Vanderbilt University 
School of Medicine, has been named associate pro- 
fessor of radiology at the University of Mississippi 
Medical Center. 

Dr. Sydney S. Schochet has been appointed asso- 
ciate professor of pathology at the University of Mis- 
sissippi Medical Center. 


Dr. G. E. Bittenbender, professor and chairman 
of anesthesiology at the University of Mississippi 
School of Medicine and director of anesthesiology 
for the University hospital, has been appointed to 
the board of governors of the American College of 
Anesthesiologists. 


MISSOURI 


Dr. Alphonse McMahon has been appointed chief 
of the department of internal medicine of St. John’s 
Hospital, St. Louis. He will continue as chief of staff 
and a member of the council of the hospital. Dr. 
McMahon is also associate professor of internal medi- 
cine at St. Louis University School of Medicine. The 
Sovereign Order of Malta at St. Patrick’s Cathedral, 
New York, has recently invested Dr. McMahon with 
knighthood. 

Dr. A. J. Campbell, Sedalia, was presented a Uni- 
versity of Missouri serving tray for being the oldest 
graduate of the medical alumni present at Home- 
coming. The president of the medical alumni, Dr. 
Frank G. Mays, Washington, made the presentation. 

Dr. H. Ewing Wachter, St. Joseph, was elected 
president of the Buchanan County Mental Health 
Society. 

Dr. William J. Stewart, Columbia, has been re- 
elected for a three year term as Missouri representa- 
tive on the board of governors of the American 
College of Surgeons. 


The Chariton-Macon-Monroe-Randolph County 
Medical Society elected the following officers for 1956: 
Dr. C. C. Cohrs, Moberly, president; Dr. Daniel D. 
Stuart, Brunswick, vice-president; Dr. R. H. Young, 
Moberly, secretary and treasurer. 


The American Gerontological Society has installed 
as president Dr. William B. Kountz, assistant profes- 
sor of clinical medicine at Washington University 
School of Medicine. 

Dr. Carl A. Moyer, Bixby professor of surgery and 
head of the department at Washington University 
School of Medicine, was appointed as one of the five 
members of the advisory Committee on Research to 
the Veterans Administration. 

Dr. John R. Smith, associate professor of medicine 
at Washington University and director of medical 
service at Homer G. Phillips Hospital was elected 
president of the St. Louis Heart Association. 

At a recent meeting of the American Academy 
of Ophthalmology and Otolaryngology, Dr. M. Hay- 
ward Post, professor emeritus of clinical ophthalmol- 
ogy at Washington University, was elected first vice- 
president of the Academy. 
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Dr. Gwilyn S. Lodwick, associate professor of Ra- 
diology, State University of Iowa College of Medicine, 
has received an appointment as professor and chair- 
man of the department of radiology at the University 
of Missouri School of Medicine. His appointment 
will be effective July 1, 1956. 

The University of Missouri has appointed Dr. 
Milton E. Kirkpatrick, executive director of the 
Greater Kansas City Mental Health Foundation, to 
the position of clinical associate in medicine (psy- 
chiatry). 

Dr. Barbara Randall, Columbia, was appointed 
instructor in physical medicine at the University of 
Missouri School of Medicine. 


The American College of Surgeons initiated two 
members of the University of Missouri School of 
Medicine—Dr. Clarence D. Davis, professor and chair- 
man of the department of obstetrics and gynecology, 
and Dr. Samuel P. W. Black, associate professor of 
surgery, at the Chicago meeting. 


Dr. Edward L. Washington, clinical associate in 
pediatrics at the University of Missouri, was initiated 
into the American Academy of Pediatrics. 


One of the University’s first Alumni Merit Awards 
was presented to Dr. Ralph A. Kinsella, Sr., pro- 
fessor of internal medicine and director emeritus 
of the department, Saint Louis University School of 
Medicine. 

Dr. Evarts A. Graham has been given the 1955 
Annual Award for Distinguished Service to Medicine 
and Surgery by the Alumni Association of the St. 
Louis College of Pharmacy and Allied Science. Dr. 
Graham is professor emeritus of surgery, Washington 
University School of Medicine. 


Dr. Charles O. Metz has been installed as president 
of the St. Louis Academy of General Practice. The 
other new officers are Dr. Walter T. Gunn, president- 
elect, Dr. Eugene W. Hall, secretary, Dr. Herbert J. 
Rudi, treasurer. Drs. Marion D. Bishop, Barney W. 
Finkel and Charles A. Molden will serve as board 
members. 


NORTH CAROLINA 


Dr. Edward C. Curnen, professor and head of the 
department of pediatrics, University of North Caro- 
lina School of Medicine, has been named to the edi- 
torial board of Medicine. 


The North Carolina Radiological Society has in- 
stalled Dr. Ernest H. Wood, professor of radiology 
at the University of North Carolina School of Medi- 
cine, as president of the Society. Dr. William H. 
Sprunt, assistant professor of radiology at the Uni- 
versity, has been elected secretary-treasurer. 


Dr. Courtland H. Davis, assistant professor of neu- 
Tosurgery of the School of Medicine of Wake Forest 
College, was elected president of the North Carolina 
Association of Parents and Friends of Mentally Re- 
tarded Children. 


Dr. Merrill Spencer, assistant professor of physi- 
ology and pharmacology at Wake Forest College, has 
been appointed Established Investigator by the Ameri- 
can Heart Association. 


Dr. Arthur R. Summerlin, Raleigh, has been in- 
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ducted into fellowship in the American Academy of 
Obstetrics and Gynecology. 

Dr. Shephard Liverant has been appointed child 
psychologist on the staff of Psychological Services in 
North Carolina Memorial Hospital. He also has 
joined the faculty of the Univeristy of North Carolina 
School of Medicine as an assistant professor in the 
Departments of Psychiatry and Psychology. 


Dr. Emery C. Miller, instructor in internal medicine, 
Bowman Gray School of Medicine of Wake Forest 
College, Winston-Salem, has replaced Dr. Charles E. 
Richards as director of the out-patient department 
of the North Carolina Baptist Hospital in Winston- 
Salem. 


OKLAHOMA 


Dr. Joseph M. White, Jr., has assumed his new 
duties as fulltime chairman of the department of 
anesthesiology at the University of Oklahoma School 
of Medicine. 

Dr. Wiley T. McCollum, Oklahoma City, has been 
certified in the sub-specialty of Cardiovascular Dis- 
ease by the American Board of Internal Medicine. 


Dr. Omer C. Coppedge, Bristow, received his 50 
Year Pin from Past President of the Oklahoma State 
Medical Association, Dr. Ralph McGill. Dr. Coppedge 
has been practicing in Bristow since 1905. 

Dr. Emory W. King, Bristow, also was presented 
his 50 Year Pin by Dr. Ralph McGill. Dr. King is 
still practicing in Bristow where he started in 1905. 

Dr. H. A. Scott has been appointed president of 
the medical staff of Oklahoma Baptist Hospital, 
Muskogee. 


Dr. W. F. Lewis, Lawton, has been elected presi- 
dent of the Lawton Council of Campfire Girls, Inc. 


Dr. Roy W. Anderson, Cordell, is engaged in three 
months of postgraduate study at the University of 
Vienna, Austria. 


Dr. Charles P. Bondurant, Oklahoma City, was 
elected a member of the Board of Directors and 
Chairman of the National Council of State and Local 
Board Members of the American Public Welfare 
Association. 


SOUTH CAROLINA 


Dr. R. P. Walton, chairman, department of phar- 
macology of the Medical College of South Carolina, 
has been named consultant to the Council on Phar- 
macy and Chemistry of the American Medical Associa- 
tion. He will also serve on the editorial board of 
the Journal of Pharmacology and Experimental 
Therapeutics. 


Dr. R. W. Hanckel has been elected president of 
the Charleston County Medical Society. The new 
vice-president is Dr. Harold Pettit. Dr. R. M. Ander- 
son will serve as secretary-treasurer. 


The South Carolina Pharmaceutical Association has 
honored Dr. J. H. Hoch by awarding him a special 
plaque for “distinguished service to pharmacy.” The 
presentation was made by the Traveling Men’s Auxil- 
iary. Dr. Hoch was also re-elected secretary-treasurer 
at the Plant Science Seminar meeting at the University 
of Florida. 
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The Newberry County Medical Society has elected 
the following officers for 1956: Dr. K. D. Lake, Whit- 
mire, president; Dr. J. C. Sease, Newberry, secretary- 
treasurer; Drs. C. A. Pinner, Jr., and H. E. Pinner, 
both from Peak, delegates; Drs. B. M. Montgomery 
and E. G. Able, both from Newberry, alternate dele- 
gates. 

Dr. Edward L. Proctor, Conway, was inducted as 
a Fellow of the American College of Surgeons. 

Dr. A. G. Oliver was elected president of the 
Abbeville County Medical Association. The other 
officers named were Dr. Judson E. Hair, Due West, 
vice-president and Dr. Albert P. Dickson, Due West, 
secretary. 

The Orangeburg County Cancer Society elected Dr. 
J. H. Gressette president. 

Dr. J. H. Young, Anderson, has been named for 
membership in the American College of Surgeons. 

At the Marlboro County Annual Meeting, the Pee 
Dee Medical Association honored Dr. Kenneth M. 
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Lynch, President of the Medical College of South 
Carolina. Dr. Lynch received a silver tray acknowledg. 
ing his contribution to medical progress in South 


Carolina. 
TENNESSEE 


Dr. R. H. Kampmeier served as Physician-in-Chief 
pro tem at the Cleveland Clinic, Cleveland, Ohio, 
December 16-18, 1955. Each year the Clinic invites 
some prominent internist to serve as physician-in. 
chief for the residents of the Clinic. 

Dr. Samuel L. Raines has been installed as presi- 
dent of the Memphis and Shelby County Medical 
Society for 1956. 

Dr. A. H. Lancaster, Knoxville, a past chairman 
of the Section on Dermatology of the Southern Medi- 
cal Association, has been awarded a new Chevrolet. 
The gift was given to Dr. and Mrs. Lancaster as 
the result of a fund-raising project sponsored by the 
Loudon Chamber of Commerce in order to erect a 


Continued on page 53 


A Textbook of Medicine 


Edited by Russell L. Cecil, M.D., Professor of Clini- 
cal Medicine, Emeritus, Cornell University, and Rob- 
ert F. Loeb, M.D., Bard Professor of Medicine, 
Columbia University. Ninth Edition, illustrated. 
1,786 pages. Philadelphia: W. B. Saunders Company, 
1955. Price $15.00. 
This is the ninth edition of a most popular text- 
book, both for medical students and practitioners. This 
is proven by the repeated revisions since it first ap- 
peared almost 20 years ago. Thirty-nine new articles 
on subjects not covered in previous editions appear 
in this edition. Many other sections have been com- 
pletely rewritten to bring up-to-date subjects in which 
advances have been made. The 172 contributors to 
the text represent those having a special interest in 
their subject and can therefore speak with authority. 
For a book as popular as this text, the reviewer can 
only comment on the changes which have been made 
indicating that it is keeping abreast of a changing 
medical science. 


Practical Endocrinology 


A Handbook for the General Practitioner. By Lewis 
M. Hurxthal, M.D., Head of Department of Internal 
Medicine, Lahey Clinic. In cooperation with A. Sey- 
mour Parker, M.D., Physician, Department of In- 
ternal Medicine, Lahey Clinic, and Hirsh Sulko- 
witch, M.D., Research Associate, Lahey Foundation. 
318 pages. New York: The McGraw-Hill Book 
Company, The Blakiston Division, 1955. Price $7.00. 
It is difficult to categorize this volume on “Prac- 
tical Endocrinology” since the author states in his 
preface that this book “will be written and edited 


especially for the general practitioner and will re- 
flect the latest developments in diagnosis and therapy, 
but will not contain elaborate discussion of theory. 
The material for these books will be short, clear and 
not too technical in order to be of practical value for 
every day practice.” This reviewer feels that much 
might have been added to the book if a little dis- 
cussion of theory might have been included. Certainly 
it is difficult in a subject as complex as endocrinology 
to present a logical discussion of diagnosis and therapy 
without including some of the background and rea- 
sons for choice of methods. 


This book contains no bibliography. Without an 
adequate bibliography there is always the danger that 
the author’s personal opinions may dominate the 
discussion of his subject. This would seem to be the 
case in this volume. Although it is possible that this 
lack of discussion and presentation of both sides of 
the picture might detract from making the material 
“short, clear and not too technical,” it seems to this 
reviewer that much good is sacrificed by this maneuver. 


The section on “Office Laboratory Tests” is good 
and should prove helpful to the small town physician 
who is called on occasionally to perform some of 
these procedures so essential to confirming a diagnosis 
of endocrine disease. 


If one takes into consideration the defects outlined 
above, this might be a handy reference book for a 
doctor to use. However, there are a number of good 
textbooks on the market which would seem to fulfill 
the needs of the average doctor more satisfactorily. 
This author, himself, has written another book that 
is larger and is much more satisfactory in helping 
the doctor untangle the complexities of endocrino- 
logical diagnosis and therapy. 


(See opposite side for story and order form) 
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THE GOLDEN ANNIVERSARY KEY 


This year—1956—is an important mile- 
stone for the Southern Medical Association. 
Your officers felt that an appropriate em- 
blem of this fifty year story of service to 
Medicine should be fashioned—one that 
every member could proudly possess. 

The idea of a Golden Anniversary Key 
(illustrated in full color on opposite side) 
is the brain child of Dr. Jack Norris, At- 
lanta, Councilor from Georgia. Dr. Norris 
submitted pencil sketches from which our 
artists designed this unique Key. 

Every member of the Association is 


eligible to own one. In addition to a choice 
of gold content, the Key may be embel- 
lished with one or more diamonds accord. 
ing to the length of time a physician has 
been a member. One diamond is permitted 
for each completed decade of membership. 
New members, and members belonging to 
the Association for less than ten years may 
own the Key without diamonds. 

The Association hopes that a large ma- 
jority of the members will want a Key as 
a token of membership in an organization 
which proudly celebrates its Golden Anni- 
versary. 


ORDER FORM 


Southern Medical Association, Room 1017, Empire Building, Birmingham, Alabama 


Please accept my order (check enclosed) for a “Golden Anniversary Key” to be made up as follows: 


1/10K double rolled gold plate $ 5.00 


10K solid gold 8.00 
14K solid gold 11.00 Amount for Key $ 
10-20 years membership 1 diamond Extra charges for diamonds (each) 
20-30 years membership 2 diamonds 1 point stone $ 5.00 
2 1.5 point stone 6.50 
30-40 years membership 3 diamonds 2 alee etme 8.25 
40 or more years membership 4 diamonds 3 point stone 10.00 
Please add diamonds ( points) at $. each 
Total for diamonds $ 
Engraving: Physicians may have their Total for complete Key (check enclosed) $ 
own local jeweler engrave their name Signed: vs _MD. 
on back of Key. Form suggested: 
John Doe, M.D. Address: os — 


NOTE: The Southern Medical Association will ship Key to the mame and address above unless otherwise instructed— 
allow 90 days for delivery. 
Prices include Federal and State Taxes. 
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Lift the depressed patient up to normal 
without fear of overstimulation... 


Ritall 


A HAPPY MEDIUM 
IN PSYCHOMOTOR 


STIMULATION 


e Boosts the spirits, relieves physical fatigue 
and mental depression ... yet has no appreciable 
effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
“without let-down or jitters .. .’! and counteracts over- 
sedation caused by barbiturates, chlorpromazine, rauwolfia, 
and antihistamines. 

Ritalin is “a more effective and less over-reactive drug 
than amphetamine or its derivatives.”? It does not produce 
the “palpitation, nervousness, jitteriness, or undue pressure 
in the chest area ...so frequently mentioned by patients on 
[dextro-amphetamine sulfate].’? 


Dosage: 5 to 20 mg. b.i.d. or t.i.d., References: 1. Pocock, D. G.: 
adjusted to the individual. Personal communication. 
2. Harding, C. W.: Personal 
communication. 3. Hollander, 
ene W. M.: Personal communi- 
hydrochloride CIBA) cation 


Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. (blue); 
bottles of 100, 500 and 1000. 
Tablets, 20 mg. (peach- 
colored); bottles of 100 
and 1000 


CIBA 


SUMMIT, N.J.- 
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TENSION 


Raudonna. 


Providing reserpine for tranquilization 


and a sense of well being, plus the preferred 
spasmolytic agent, natural belladonna alkaloids 


in balanced proportions. 


Each light blue, scored tablet contains: 


Hyoscyamine Sulfate....... 0.1286 mg. 
Atropine Sulfate ........ . 0.0250 mg. 
Hyoscine Hydrobromide ..... 0.0074 mg. 


The belladonna alkaloids present (equivalent 
to 7 minims of tincture) can be expected to 
offset any reserpine induced increase in 
gastric motility and secretion. 


Suggested Initial Available in bottles 
Dose: 1 tablet t.i.d. of 100 tablets. 


Literature and samples available on request. 


VW VANPELT & BROWN, INC.’ Richmond, Va. 
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g 5% FETAL SALVAGE 


From the ripe golden beauty of the fruit 
comes an influence for the finest fruition 
of all—the ripe offspring of love—children 
of today, men of tomorrow. A synergistic 
combination of hesperidin and ascorbic 
acid, Hesper-C is recommended as an 
integral part of any regimen for fetal 
salvage.1 Maintaining capillary integrity 
during the critical months? guards against 
abruptio placentae. In 100 patients whose 
420 previous pregnancies resulted in 95% 
fetal wastage, the addition of Hesper-C to 
current therapy completely reversed the 
figure and resulted in 95% fetal salvage.’ 
Remember Rx Hesper-C along with your 
usual therapy—it makes the difference. 
Maintain the integrity of the capillaries 
throughout pregnancy. 


1. Increased fragility of the 
uterine capillaries leads to 
an effusion of blood 
into the decidua basalis. 


This is the beginning of 
2. Abruptio placentae 


DOSAGE. Initially 6 capsules or more 
per day for the first week. Then 4 capsules 
daily. 

SUPPLIED. Hesper-C (hesperidin 100 
mg. and ascorbic acid 100 mg.) capsules 
are available in bottles of 100 and 1000. 

ON YOUR PRESCRIPTION ONLY 

Send for samples and reprints. 


The film “CLINICAL ENZYMOLOGY” 
is now available for showing at medical 
meetings upon your request. And be sure 
to watch for the MED-AUDIOGRAPHS, 
a series of recorded clinical discussions. 


REFERENCES 

1. Dill, L. V., Med. Annals of D. C. 23:12, 1954 
2. Greenblatt, R. B., Obst. & Gyn. 2:5, 1953 

3. Javert, C. T., Obst. & Gyn. 3:4, 1954 


PRODUCTS OF ORIGINAL RESEARCH 


THE NATIONAL DRUG COM PAN YW _ PHILADELPHIA 44, PA. 


with HESPER-C 
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of agonizing vulvar itch 
in monilial vaginitis! 


FAST, WELCOME RELIEF 
- HIGH RATE OF CURE 


tains 0.1% gentian violet in an 
acid polyethylene glycol base. 


Once nightly — just 12 applications usually 


cures the most stubborn case 
GA-4 


WESTWOOD PHARMACEUTICALS © Div. Foster-Milburn Co. © 468 Dewitt St., Buffalo 13, N. Y. 


In treatment and eradication of pinworms and round- 
worms, clinical investigators found Vermizine notably 
effective. 

Oxyuricidal properties of Vermizine’s principal ingre- 
dient— Piperazine Gluconate—accomplish rapid reduction 
and elimination of infestations, both in children and adults. 
Well-tolerated; low in toxicity. No untoward effects. 


Pleasing Strawberry Flavor 
Invites Acceptance 


Compounded in a pleasing strawberry-flavored syrup, 
Vermizine is highly acceptable—even to small children. 


Supplied: Gallons, Pints, 8-oz. Bottles. 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Illinois 
Pacific Coast Branch 
381 Eleventh St., Son Francisco, Calif, 


é \ 
VERMIZINE Gr 
Most Potent Anthelmintic So | 
against PINWORMS (Oxyuriasis) anp ROUNDWORMS (Ascariasis) 3 
U | | 
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Continued from page 316 


decorative fountain on a square opposite the Loudon 
County Courthouse. 

Dr. Francis Murphey, a member of the staff of the 
University of Tennessee College of Medicine since 
1934, has replaced Dr. R. Eustace Semmes as professor 
of neurological surgery. 

Eight members of the staff of the University of 
Tennessee College of Medicine have been promoted 
and an additional physician has been appointed to 
the staff. Drs. John L. Shaw, Raymond Mayer and 
A. Lynn Herring have been advanced from assistant 
professors to associate professors in the department of 
urological surgery. Drs. M. J. Roach and James M. 
Brockman have been promoted from assistant to as- 
sociate professors in the division of obstetrics and 
gynecology. Drs. William W. Watkins and William 
H. Walker were promoted from assistants to instruc- 
tors in urological surgery. Dr. Lillie C. Walker has 
been promoted from assistant to instructor in the 
divisions of preventive medicine and pediatrics. Dr. 
James S. Haimsohm was appointed an instructor in 
the division of medicine. 


TEXAS 


Drs. Vance J. Elliott, Odessa, Walter E. McRee, Port 
Arthur, and Nathan H. Topek, Houston, have been 
inducted into fellowship in the American Academy 
of Obstetrics and Gynecology. 

The Eureka Life Insurance Company of America 


Continued on page 63 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—General Practice and Surgery, well es- 
tablished. Will introduce. Large clientele. Very rea- 
sonable. Reply to Box 6302, Station H, Atlanta, 
Georgia. 


WANTED—Physician—General Practice—Group type 
of medicine. Suburbs of Baltimore City. Practice has 
already been established by the Group. Describe 
training, age, marital status and Government Service. 
Reply to Melvin H. Crocker, M.D., 1204 St. Paul 
Street, Baltimore 2, Maryland. 


FOR SALE—Government surplus medical, hospital 
and X-ray equipment. Very reasonable. A. H. Smullian 
& Company, P. O. Box 271, Station A, Atlanta 2, 
Georgia. 


FOR SALE—Modern 8-room air conditioned EENT 
Clinic, completely furnished and equipped. Also three 
bedroom home. All on six beautiful lots. Warm dry 
climate in citrus section, Rio Grande Valley, Texas. 
Health demands immediate sale—cheap—will sell sepa- 
rately if desired. Contact Samuel T. Parker, M.D., 210 
Canna Street, Pharr, Texas. 


LOCATION WANTED—General Practitioner, 34 
years, would like location in Texas or Oklahoma or 
would consider other state. Has Texas and Oklahoma 
license. Can furnish excellent references. Contact 
AE c/o SMJ. 
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is the symbol 
of the 


Standardized 
Tablets 
Quinidine Sulfate 


Natural 


0.2 Gram 


(approx. 3 grains) 
produced by 
Davies, Rose & Co., Ltd. 


By specifying the name, the 

physician will be assured that this 

standardized form of Quinidine 

Sulfate Natural will be dispensed 
to his patient. 


Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 
Boston 18, Mass. 


Q4 


| | f 
| 
| 
| 
| 
— 


allergic dermatosis . . . after short term 
therapy with TERRA-CORTRIL Topical Ointment 


touch 
and GO 


administration promptly 
followed by remission 


a typical response to 
dual anti-infective anti-inflammatory action 


TERRA-CORTRIL 


brand of oxytetracycline and hydrocortisone 


TOPICAL OINTMENT 


combines TERRAMYCIN,® the broad-speetrum antibiotic of choice in pyogenic dermatoses, 
with the superior action of CorTRIL,® the topical anti-inflammatory hormone of choice. 


supplied: In 1/2-0z. tubes containing 3% oxytetracycline 
hydrochloride (TERRAMYCIN) and 1% hydrocortisone, free 
alcohol (CortrIL) in a specially formulated, easily applied 
ointment base. 


a/so available: Cortrit Topical Ointment and CortRIL 
Tablets. 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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HIGHLY SUCCESSFUL — Extensive clinical investigations 
have yielded successful results with Milibis vaginal suppositories 


in 97 per cent of cases of trichomonal, monilial, bacterial 


and mixed vaginal infections. 


RAPID RESPONSE — 
In many instances, 10 Milibis vaginal suppositories, one inserted every other night, proves 
sufficient. In some cases, however, it was necessary to extend or repeat treatment 
or to increase the dose up to 2 suppositories daily for two weeks. 


MI LIBIS vaciwat suppositories 


Supplied in boxes of 10, each suppository containing 0.25 Gm. of 
Milibis in a gelatin-glycerine base. 


uithrep LABORATORIES NEW YORK 18, N.Y. WINDSOR, ONT. 


Milib:., trademark reg. U.S. Pat. Off., brand of glycobiarsol 
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a carefully formulated gf 
spasmodic—for effect 
which frequently” 
- Each HASAMIAL 
Phenobarbital. 
( WARNING: May habit-forming) 
Acetylsalicylic Acid (Aspirin) . . 

Acetophenetidin.............. 5 mg. (20g 

“ Hyoscine Hydrobromide............. 0.0011 mgm 
Hyoscyamine Hydrobromide.......... 0.0325 mg. 


when severe pain demands 
more pofent measures... 


HASACODE’ 


providing the Actions of HASAMAL plus codeine. 
Available in two codeine strengths — 14 gr. 
And 56 gre (HASACODE “STRONG 


SUPPLIED: HASAMAL — bottles of 100, 500, and 
1000 tablets: HABA ODE HASACODE 
bottles and 500 tablets. 


4 
A 
| 
i 
| 
: I 
[ARLES C. HASKELL & CO., 
RICHMOND @ VIRGINIA 
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if 

your 
patients 
remember 


this... 


PHOTO CREDIT: COURTESY CHICAGO HISTORICAL SOCIETY, J. C. KEOGH 


they 
ny may need 


new factors, plus 


(for those over 41) 


* Gonadal Hormone Replacement 
(balanced combination of ethinyl estradiol 
and methyl testosterone) 


* Hematinic Component 
(iron plus 7 other hematopoietic factors) 


* Digestant Enzyme Replacement 
(helps insure adequate digestion) 


* Nutritional Supplement 
(9 important minerals, 11 essential vitamins) 


and the exclusive “plus 1” factor 


* Protein Improvement 
(with lysine, essential amino acid commonly 
lacking in geriatric diets) 


for 5 common problems of aging 


Literature? Write... Chicago 11, Illinois 
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“in corticosteroid therapy. 


@ minimizes sodium retention edema it] 


_@ dietary regulation seldom necessary 


; 


in rheumatoid arthritis: better relief-of pain, 
swelling, tenderness; diminishes joint stiffness rT 


intractable asthma: better relief of 
~~pronchospasm, increases 
vital capacity 


-tollagen diseases and 


METICORTEN is available in the following forms: 


1 mg., 2.5 mg. and 5 mg. tablets 
5 mg. 5 capsules | TT) 


benefits with decreased d electrolyte | 


MCD 
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or hydrocortisone - 


IMETIC 


PREDNISONE 


; 


i 


° increased safety | 


simplified management. 


up to 5 times more effective 


permits treatment of more patients 


cortisone or hydrocortiso 
“milligram for milligram. 
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a sulfonamide preparation with 


“maximum therapeutic efficiency 
at a minimum risk to the patient...” 


High urine solubility at 
Sulfa common clinical pH values' TT 
400 F- 
m 


j } : Brand of eth-dia-mer sulfonamides 
SULFISOXAZOLE 
TRIPLE SULFONAMIDE TABLETS 
TRIPLE ! ie Triple sulfonamide mixtures such as Tripazine are 
200F SULFAY / “preparations of choice” for treatment of 
 sulfonamide-sensitive infections. “High blood levels and 
100 fe ! excellent tissue diffusion can thus be combined witha 
few sensitization reactions and reliable protection 
* 
DANGER ZONE of the kidney.” 
L L 
pH 5.0 5.5 6.0 65 7.0 


Tripazine is highly useful in 
A triple sulfa’ has better solubility at the 


acidic reactions of urine in many © Systemic or localized infections, particularly those caused by 

patients.’ (Chart adapted). hemolytic streptococci (Lancefield’s Group A) « 
pneumococci micrococci (staph.) meningococci « 
Klebsiella pneumoniae « Hemophilus influenzae « 


High blood levels’ Neisseria gonorrhoeae 
mg. cc. 
15.08% 5) PATIENTS 
nonviral pneumonia bacillary dysentery urinary trac 
125 TRIPLE SULFA’ infections * meningococcic bacteremia and meningitis « 


gonococcic urethritis * and in conjunction with an 
antibiotic in actinomycosis and gas gangrene 


e for prophylaxis of 
rheumatic fever « meningococcal and streptococcal 


t infections « bacillary dysentery during epidemics 
SULFISOXAZOLE 


Each scored, gray Tripazine tablet supplies the closely 
related sulfonamides: sulfadiazine, sulfamerazine, 
sulfamethazine, 0.167 Gm. each. 


10 PATIENTS 


0.5 Gm. tablets, in bottles of 100 and 1000. 


1. Lehr, D.: Present Status of Sulfonamide Therapy, Mod. Med. 
paYS? 2 3 4 5 6 7 8 9 10 23:111 (Jan. 15) 1955 “tala 


A triple sulfa‘produced blood levels twice 
as high as those of the same dose of 
sulfisoxazole (6 Gm. per day).' (Chart 
adapted). EATON LABORATORIES 


NORWICH + NEW YORK 


7.5 
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CITY VIEW 


SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 


TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A Private Neuro-Psychiatric Hospital 


The Tucker Hospital is for the 
treatment of nervous diseases. It 
is thoroughly and modernly equip- 
ped. 


STAFF 


Howarp R. Masters, M.D., JAMES Asa SHIELD, M.D. 


We M. Tucker, M.D., Georce S. Futz, Jr., M.D. 
AMELIA G. Woop, M.D. 


TO PROMOTE 


Resistance to 


THROUGH 


Total Care OF THE PATIENT 


Susceptibility to the effects of 
stress, physical or psychic, is aggra- 
vated by a poor nutritional state; 
resistance and recovery are pro- 
moted by enhanced nutrition. 


In repair, use of energy and amino 
acids is increased with concomitant 
increase in demand for vitamins of 
the B complex. In many clinics, 
VITA-FOOD Brewers’ Yeast is a 
routine, a vital aid to total care of 
the patient—emphasized anew as the 
rationally inclusive approach to ideal 
treatment. 


TPA-FOOD Brew. 


Samples and literature available on request 


Vitamin Food Co., Inc., Newark 4, N. J. 
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for otitis 


POLYMYXIN B SULFATE WITH PROPYLENE GLYCOL 


OTIC 


Specifically aimed at aural pathogens— 


bactericidal to most gram-positive and gram-negative 
organisms, particularly Ps. aeruginosa, the 
commonest cause of otitis externa. 


fungicidal to most of the dermatomyces found in the ear. 


For otitis externa, whether acute or chronic, an exceptionally high 
percentage of complete clearance in a short time. 


For chronic otitis media (when the ear drum is perforated); prefer- 
ably in conjunction with systemic therapy. 


Bottles of 10 cc. (with dropper) 


& Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, New York 


STERILE 


VOLUME 49 SOUTHERN MEDICAL JOURNAL 63 
Continued from page 53 william, Fort Worth, president-elect; and Dr. Louis 
Dail h edical Manhoff, Jr., San Antonio, vice-president. 
Dr. J. P. Anderson, Brady, has been elected presi- 
director. 


Dr. G. Lucille Robey, Houston, has been selected 
“Typical Business or Professional Woman” by the 
Business and Professional Women’s Club of Houston. 

Dr. Thad Shaw, San Antonio, was elected president 
of the American Medical Society of Vienna. This is 
the first time that a physician not practicing in 
Vienna has been so honored. 

The committee for certification of mental hospital 
administrators of the American Psychiatric Association 
has certified Dr. Ben G. Yeager, Wichita Falls. 

Dr. Henry A. Holle, Austin, has been selected to 
serve as a member of the newly formed American 
Medical Association Committee on Geriatrics. 

Dr. F. W. Yeager, Sixth District Councilor, has 
been named director of the Corpus Christi Chamber 
of Commerce. 

Dr. May Owen, Fort Worth, received a citation in 
her honor for hav ing been named Medical Woman 
of the Year by the Dallas Branch of the American 
Medical Women’s Association. 

Dr. John B. Truslow, dean of the School of Medi- 
cine, Medical College of Virginia, has succeeded 
Chauncey D. Leake, Ph.D., as executive director 
of the University of Texas Medical Branch, Galveston. 


Dr. O. J. Wollenman, Jr., Fort Worth, has been 
installed as president of the Texas Association of 
Blood Banks. Other officers include: Dr. C. D. Fitz- 


dent of the Private Clinics and Hospitals Association 
of Texas. Dr. Russell Holt, Meridian, is the new 
president-elect. 


Dr. Charles A. Behrens, Houston, was elected presi- 
dent of the Harris County Academy of General Prac- 
tice for 1956. The other officers, all from Houston, 
are: Dr. Homer A. Taylor, Jr., vice-president; Dr. 
Philip A. Belleggie, secretary; Dr. James Winston 
Morrison, treasurer; and Dr. Haden E. McKay, presi- 
dent-elect. Dr. Lyman C. Blair was named a member 
of the board of trustees. 


VIRGINIA 


Dr. George S. Hurt, Roanoke, has been elected 
president of the Virginia Obstetrical and Gynecological 
Society. The other officers elected were Dr. James 
M. Habel, Jr., Suffolk, vice-president; Dr. Millard B. 
Savage, Norfolk, president-elect; and Dr. Chester D. 
Bradley, Newport News, secretary-treasurer. 

Dr. Edward M. Holmes, Jr., Director of Public 
Health of the City of Richmond, was elected president- 
elect of the American Association of Public Health 
Physicians. 

Dr. Douglas Vanderhoof, Richmond, has been named 
honorary senior warden for life at St. Stephen’s Epis- 
copal Church. 


Continued on page 70 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, tablets 2 mg. Bottles of 50 and 500 
Dose: 1 or 2 tablets after each meal and at bedtime. 


smallest dose 


protects 


8 out of 10 
patients 


lowest toxicity 


unique amino nitrate 


against angina pectoris 


Thos. Leeming & Co., Inc., 155 East 44th Street, New York 17, N.Y. 
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The United States Dispensatory, 

25th ed. 1955, reports that “bile has a mild 
laxative action and is often efficacious in pa- 
tients with chronic hepatobiliary disease.” 


Salicylated bile contained in CHOLOGESTIN 
is especially valuable for chronic hepatobiliary 
disease. The salicylates have a hydrocholeretic 
effect, diluting thick bile and thus avoiding the 

inspissation that often leads to gallstones or cho- 

lecystitis. 

The salicylated bile extract contained in 
CHOLOGESTIN is combined with pancreatin 
and sodium bicarbonate, thus aiding intestinal 
digestion. Recommended dosage, | tablespoon- 
ful in cold water after meals. 


TABLOGESTIN, 3 tablets are equivalent to 
1 tablespoonful of Chologestin. 


F. H. STRONG COMPANY 
112 W. 42nd Street New York 36, N. Y. smJ-3 Of 


Please send me free sample of TABLOGESTIN together with ' 
literature on CHOLOGESTIN. 


L 
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Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Ground 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 


Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


DIVISION OF GRADUATE 
MEDICINE 


Industrial Medicine Apr. 12-13, 1956 


For Detailed Information Write 


DIRECTOR 


1430 Tulane Ave. New Orleans 12, La. 


1° 
pile? 


fibrositis responds 
to new SIGMAGEN tasters 


with PREDNISONE 


pain, stiffness, swelling relieved; 

function improved; a vi feeling restored 
“also in” myositis, bursitiy 

subacute or interval gow 

mild rheumatoid arthriti¢ and spondylitis 
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in common rheumatic arthritic disorders 
enhanced corticosteroid benefits 
with low-dosage safety 


SI G MAG € N TABLETS 


combining for complementary 
antirheumatic action 
Prednisone 0.75 mg.—the best of the new 


Acetylsalicylic acid 325 mg.—best of the old 


plus ascorbic acid 20 mg.—to fortify 
the patient against stress 


and aluminum hydroxide 75 mg.—to minimize 
gastric distress from salicylates 
Packaging: Bottles of 100 and 1000. 


SIGMAGEN,* brand of 
corticoid-analgesic compound. 


*T.M. $G6-3-62 
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In 30 minutes— 
antibacterial 
action begins 


In 24 hours— 
turbid urine 
usually clear 


“*...u appears that Furadantin is 
one of the most effective single agents 
available at this time.’’* 


dantin 


BRAND OF NITROFURANTOIN | 

@ specific affinity for the urinary tract produces high 
antibacterial concentrations in urine in minutes— 
continuing for hours 

e hundreds of thousands of patients treated safely 
and effectively 

@ rapidly effective against a wide range of gram- 
positive and gram-negative bacteria, including 
many strains of Proteus and Pseudomonas species 
and organisms resistant to other agents 

e@ excellent tolerance—nontoxic to kidneys, liver 
and blood-forming organs 

@ no cases of monilial superinfection ever reported 

SUPPLIED: Tablets, 50 and 100 mg. in bottles of 25 and 100. 

Oral Suspension, 5 mg. per cc. bottle of 118 cc. 


, R. S.; Holt, S. H., and Siegel, D.: 
Soc. 54: 805, 1955. 


nor sulfas 


EATON LABORATORIES, Norwich, N.Y. NITROFURANS * 22% Clase of antimicrobials 


e 
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ESTABLISHED 1911 


~ WESTBROOK SANATORIUM 


cA private psychiatric hospital em- Staff PAUL. ANDERSON, MD. 
ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 


ment procedures—electro shock, i 
JOHN R. SAUNDERS, MD. 
sulin, psychotherapy, occupational and ance 
THOMAS F. COATES, MD. 
recreational therapy—for nervous and Associate 


" AMES K. HALL, JR, MD. 
mental disorders and problems of J — 


addiction. R. H. CRYTZER, Administrator 
P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and 
Occupational Therapy 


Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. Brawner, M.D. Jas. N. Brawner, Jr., M.D. AvBerT F. BRAwneR, M.D. 
MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P. O. Box 218 Phone 5-4486 
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In spastic and occlusive vascular diseases 


TENSODIN 


Tensodin is indicated in angina pectoris and 
other coronary and peripheral vascular condi- 
tions for its antispasmodic, vasodilating and 
sedative effects. The usual dose is one or two 
tablets every four hours. No narcotic prescrip- 
tion is required. 


Each Tensodin tablet contains ethaverine hydrochloride 
(non-narcotic ethyl homolog of papaverine) 4 grain, pheno- 
barbital 4 grain, theophylline calcium salicylate 3 grains. 


Tensodin Tablets 
100’s, 500’s and 1000’s 


Tensodin®, a product of E. Bilhuber, Inc. 


JOSIAH MACY, JR. FOUNDATION 


] Announces two new books 
SHOCK AND CIRCULATORY HOMEOSTASIS 


Transactions of the Fourth Conference 
Edited by Harold D. Green, Professor of Physiology and Pharmacology 

Bowman Gray School of Medicine, Wake Forest College 
This book is the nearly verbatim record of a multi-discipline group discussion on such 
topics as the action of epinephrine in man, circulation in the periphery and in the splanchnic 
area, mesenteric lymphatic dynamics, pulmonary circulation and aortic and coronary blood 

flow. There are many illustrations and tables 
5.00 


GESTATION 
Transactions of the Second Conference 
Edited by Claude Villee, Department of Biological Chemistry 
Harvard Medical School 
Self-regulatory functions during gestation and lactation, and the morphology and 
physiology of the utero-placental circulation are the principle topics of this nearly verbatim 
account of discussions held by representatives from many pertinent fields. Numerous tables, 


illustrations, and color plates make it a valuable contribution to the current scientific 
literature. 


$5.00 
JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 
16 WEST 46th STREET, NEW YORK 36, NEW YORK 
Please make checks payable to Josiah Macy, Jr. Foundation 
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PHYSICIANS 
Specializing in 
TUBERCULOSIS AND CHEST DISEASES 


600-Bed Hospital, located 30 miles from Springfield, Missouri. Devel- 
oping pediatrics department, in-service and affiliation program. Merit 
system benefits. Full maintenance and laundry minimum rate. Spe- 
cial requirements: Position requires ability to secure a license to prac- 
tice medicine in Missouri. Starting salary determined by qualificatons 
of applicant. 


| Following positions open: 


| Physician I (Tuberculosis) Annual Salary: $ 6,000-$ 9,000 

Physician II (Tuberculosis) Annual Salary: $ 8,000-$11,000 

| Physician III (Tuberculosis) Annual Salary: $10,000-$13,000 
Write—Medical Director 


Missouri State Sanatorium 
Mt. Vernon, Missouri 


For bigger appetites and better health—at any age 


Redisol, 


CRYSTALLINE VITAMIN B,, 


Major ADVANTAGES: Helps patients gain weight. Stimulates hemo- 
poiesis. Elixir and Tablets readily blend with milk, juices and infant 


Philadelphia 1, Pa. 
formulas. DIVISION OF 
H Supplied as Repisox Soluble Tablets: 25, 50, 100 mcg.; cherry-flavored MERCK & CO., INC. 


Elixir: 5 meg. per 5 cc.; Injectable: 30, 100, 1000 mcg. per cc. 


| 
| 
| 
| SHARP 


rheumatoid 

arthritis 
continuing benefits 


for successful corticosteroid therapy 


METICORTELONE 


(PREDNISOLONE) 


* therapy usually undisturbed by sodium retention, 


edema, weight gain 
* excellent relief of arthritic pain, swelling, 
tenderness 
* spares patients salt-poor diets 
* up to 5 times as potent as hydrocortisone 


Available as 1, 2.5, and 5 mg. tablets; 2.5 and 5 mg. capsules 
METICORTELONE,* brand of prednisolone. *T.M. ML-J-66-256 


; 
Gar 
an 
4 
3 
; 
‘ 
A 
| 
4 
4 


70 SOUTHERN MEDICAL JOURNAL 


SIMPLICITY -+- 
SENSITIVITY + 
PRECISION -+- 


= ACCURATE DIAGNOSIS 


BURDICK EK-2 
DIRECT-RECORDING 
ELECTROCARDIOGRAPH 


Burdick engineers designed the EK-2 Electro- 
cardiograph to meet the exacting standards of 
the medical perfectionist. 


Its features assure you of simple, automatic, 
precise operation for the utmost in diagnostic 
accuracy. 


® automatic time and lead markings 


@ no shift of the baseline or distortion of the 
record 


® rapid switching from lead to lead 

e sharp, permanent, precision tracing 

© complete visibility 

@ simple operation — no inks, no developing 


A descriptive brochure and the name of the 
nearest Burdick dealer will be sent on request. 


MILTON, WISCONSIN 


MARCH 1956 


Continued from page 63 


Dr. Patricia Hunt has assumed the duties of Acting 
Director of the Amherst-Nelson Health District. 


Dr. R. H. Laning has retired after eight years of 
service as Director of the Ambherst-Nelson Health 
District. 


Dr. J. K. Farish, Jr., has succeeded Dr. H. D. Crow 
as Acting Director of the Fredericksburg-King George. 
Spotsylvania-Stafford Health District. Dr. Crow was 
transferred to the Tri-County Suffolk District. 


Dr. J. A. B. Lowry, Crewe, has been honored re- 
cently as the recipient of the second annual Lions 
Club plaque for good citizenship. Tribute was paid 
to him in a program similar to the television show 
“This is Your Life.” 


Fourteen Virginians were made Fellows of the 
American College of Surgeons. The group includes: 
Drs. Milton J. Hoover, Jr., Martin Markowitz, and 
William McC. Eagles, Richmond; Dr. Forrest M. 
Swisher, Arlington; Dr. Drake Pritchett, Danville; 
Drs. Wilbur J. Baggs, Jr., and William H. Woodson, 
Newport News; Drs. William E. Byrd and John H. 
Hill, Norfolk; Drs. Charles B. Bray, Jr., and William 
P. Tice, Roanoke; Dr. S. Randolph Penn, Waynes- 
boro; and Drs. Lester A. Wilson and M. K. Humph- 
ries, Jr., Charlottesville. 


Dr. Guy C. Richardson, Bristol, received the Presi- 
dent’s Citation for his work in the National Employ 
the Physically Handicapped movement. This honor 
was awarded Dr. Richardson for his service in pro- 


from 


the first practical 


MUMPS VACCINE 


An effective immunizing antigen for 
prevention of mumps in children or 
adults where indicated. Immunizes for 
about one year. 


Packages: 2 cc. vial (1 immunization) 
10 cc. vial (5 immunizations) 


LEDERLE LABORATORIES DIVISION 
Cpanamid PEARL RIVER, NEW YORK 
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viding medical care and occupational opportunity 
for the physically handicapped. 

Dr. Edward E. Haddock, Richmond, has begun 
his first term as state senator. Dr. Haddock has been 
a member of the City Council of Richmond and the 
mayor of Richmond. 


The Medical Society of Virginia has adopted an 
official seal. The seal, the first in the Society’s history, 
contains a portrait of Aesculapius, the Roman God 
of medicine. An ancient Roman coin provided the 
source for the portrait. 


WEST VIRGINIA 


Dr. Roy Bird Cook, West Virginia pharmacist and 
student of history, was presented the highest award 
of his profession, the Remington Honor Medal. The 
presentation was made at a meeting sponsored by 
the New York branch of the American Pharmaceutical 
Association at the Sheraton-Astor Hotel. 


Dr. Walter E. Vest, Huntington, was selected chair- 
man of the Aces and Deuces, an organization of state 
and medical societies and associations having either 
one or two delegates to the American Medical As- 
sociation. 

Dr. E. J. Van Liere, Morgantown, Dean of West 
Virginia University School of Medicine, has been re- 
elected to membership on the publication committee 
of the West Virginia State Medical Association. 


Dr. George F. Evans, Clarksburg, has been elected 
to serve a five-year term on the Council of the West 
Virginia State Medical Association. The Council elected 
Dr. E. Lyle Gage, Bluefield, vice-president of the 
State Medical Association, to serve as a member of 
the Council for a six-year term. 

Drs. James S. Klumpp, Huntington, Audie O. Kelly, 
Wallace, and Robert D. Harmon, Kingwood, have 
been elected to honorary life membership in the 
West Virginia State Medical Association. 

Dr. Edwin A. Davis, a Charleston physician who 
has been practicing medicine for more than 50 years, 
was presented a bronze plaque at the third of a series 
of postgraduate lectures, conducted by Charleston 
General Hospital. 

Dr. William M. Sheppe, Wheeling, has been named 
a member of the Society of Medical Consultants to 
the Armed Forces. 

Dr. Athey R. Lutz, Parkersburg, has assumed his 
new duties as president of the West Virginia State 
Medical Association. He succeeded Dr. James P. Mc- 
Mullen, Wellsburg, who was named as chairman of 
the Council during the 1956 term. Other officers in- 
clude: Dr. Russel Kessel, councillor-at-large, Dr. E. 
Lyle Gage, Bluefield, first vice-president, Dr. Charles 
A. Hoffman, Huntington, second vice-president, Dr. 
James L. Wade, Parkersburg, parliamentarian, Dr. 
Thomas Maxfield Barber, Charleston, will serve his 
twenty-ninth consecutive term as treasurer. 

Dr. N. H. Dyer, State Director of Health, was 
elected chairman of the planning committee for the 
1956 Conference on Mental Health with the Surgeon 
General of the United States Public Health Service. 


Dr. Wiil E. Neal, Huntington, has been cited by 
Continued on page 77 
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more than 4 
42,000,000 
doses of ACTH 


have been given 


Unsurpassed in safety and efficacy 


In a series of patients treated continuously 
with Armour ACTH for at least 5% 
years!... 
e Each responded with a maintained 
increase in cortical function 


e Major and minor surgical and obstet- 
rical procedures caused no incidents 


e Sudden discontinuance of ACTH did 
not provoke a crisis 


...andHP*ACTHAR 
Gel should be used 
routinely to minimize 
adrenal suppression 
and atrophy in pa- 
tients treated with 
prednisone, predniso- 
lone, hydrocortisone 
and cortisone. 


HP ACTHAR is the most widely 


used ACTH preparation 
*Highly purified 
1. Wolfson, W. Q.: Mississippi Valley M. J. 77: 66, 1955. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY * KANKAKEE, ILLINOIS 
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dust sensitivity 


hay fever 


CLISTIN 


(Carbinoxamine Maleate, McNeil) 


Clistin has as potent an antihistamine action and as 
low an incidence of side effects as has any other pre- 
viously employed histamine antagonist. With 
Clistin, drowsiness is unusual. The dosage is low— 
4 mg. gives most satisfactory clinical response. 


Clistin is an innovation in antihistaminic com- 
pounds—why not try it on your next allergy case? 
Clinical samples available on request. 


Tablets Clistin Maleate, 4 mg. ~ LABORATORIES, INC. 
Tablets Clistin R-A (repeat action), 8 mg. PHILADELPHIA 32, PA. 
Elixir Clistin Maleate, 4 mg. per 5 cc. 

Clistin Expectorant 


Tablets Clistanal (Clistin Maleate, 2 mg. plus APC) 
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CORNELL UNIVERSITY MEDICAL COLLEGE 
ANNOUNCES A POSTGRADUATE COURSE IN 


FRACTURES AND OTHER TRAUMA 
| JUNE 4-9, 1956 

| Hospital for Special Surgery—The New York Hospital 

i in New York City 

UNDER THE DIRECTION OF 

PRESTON A. WADE, M.D. 


The Metabolism of Bone in Relation to Fracture mame ‘ .Dr. Melvin Horwith 
Metabolic Response to Injury................ Dr. James A. Nicholas 
Fundamental Principles of Wound Treatment ....Dr. Frank Glenn 
X-Rays in Fracture Treatment... ....Dr. John Evans 
} General Principles of Treatment of Multiple Injuries Dr. Preston A. Wade 
...Dr. Joseph Artusio 
Treatment of Shock and Blood Dr. John Beal 
Open Fractures Dr. Robert L.’ Patterson 
Head Injuries... ...Dr. Bronson Ray 
Injuries to Spinal Cord Dr. Herbert Parsons 
Nerve Injuries. . Dr. Bronson Ray 
Fractures and Dislocations of Spine Dr. Philip D. Wilson, Sr. 


Fractures of Pelvis & Complicating Injuries Dr. r. John w. Draper and Dr. Paul W. Braunstein 
Trauma to Genito-Urinary ......Dr. Victor Marshall 


| Antibiotics in Trauma. : Dr. Peter Dineen 
j ..Dr. Robert L. Patterson 
Fractures and Dislocations of Shoulder Girdle _. ..Dr. Philip D. Wilson, Jr. 


Fractures of Humerus..... Dr. William Cooper 
Fractures and Dislocations of Elbow Dr. T. Campbell Thompson 
Fractures in Children Dr. Preston A. Wade and Dr. Howard Balensweig 


Fractures and Dislocations of Carpal Bones Dr. Irvin Balensweig 
Fractures of Hand. . Dr. L. Ramsay Straub 
Injuries to Abdomen... ....Dr. Samuel W. Moore 
Injuries to Chest...... Rew eer Dr. Cranston W. Holman 
Skin Grafting of Fresh Burns—Coverage of Chronic ee Wounds... Dr. Herbert Conway 
Fractures of Acetabulum and Dislocations of Hip...... ee Dr. T. Campbell Thompson 
Intracapsular Fractures of Femoral Neck........... Dr. Preston A. Wade 
Intertrochanteric Fractures of Femur......... Cee ....Dr. Carleton M. Cornell 
Fractures of Femoral Shaft.................. Dr. Preston A. Wade 
! Injuries to Ligaments and Cartilages of Knee .........Dr. Frederick Lee Liebolt 
Fractures and Dislocations of Knee : * .....Dr. Frederick Lee Liebolt 
Fractures and Dislocations of Ankle............ oe L. Pattesson 
Fractures and Dislocations of Foot and Tarsus Dr. Philip D. Wilson, Sr. 
Joint Motion and Physical Therapy. . Dr. Howard Balensweig 


Operative Treatment of Fractures .....Dr. Preston A. Wade 


Amputations ... Dr. T. Campbell Thompson 
Injuries to Hand. Rese Dr. L. Ramsay Straub 
Auto-Crash Injury, ..Dr. Paul W. Braunstein 


Living accommodations for physicians and their wives will be 
available in Olin Hall, the Medical College Student Residence, 
at $2.50 per night per person. 

Tuition: $150.00 


For further information write to: 
Dr. Preston A. WADE 
CorNELL UNIVERSITY MEDICAL COLLEGE 
1300 York AvENUE, New York City 
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HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


Out- Patient Clinic and Offices 


James A. Becton, M.D., Physician-in-charge James Keen Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


fora spastic. 


Trasentine-Phenobarbital 


integrated relief... TABLETS (yellow, coated), each containing 
mild sedation hydrochloride CIBA) ro 20 mg. ; 
visceral spasmolysis 


Summit, N. J. mucosal analgesia 2yan20m 


: 
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EsTABLISHED 1916 


Appalar fiall * Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 


Wo. Ray GrirFIN, JR., M.D. Mark A. GriFFIN, M.D. 
Rosert A. GrirFin, M.D. Mark A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsuHeEvILLE, N. C. 


SAINT ALBANS 


RADFORD, VIRGINIA 


we 
STAFF 
James P. King, M.D., Director 
Jarnes K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 


Clara K. Dickinson, M.D. 
James L. Chitwood, M.D., Medical Consultant 
Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 


1400 Bland Street 
Bluefield, W. Va. 


David M. Wayne, M.D., Director 
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VITAMINS LEDERLE 


= 

COMPLEX 


Separate packaging of dry vitamins 
and diluent (mixed immediately be- 
fore injection) assures the patient a 
more effective dose. May also be 
added to standard IV solutions. 


Dosage: 2 cc. daily. 


Each 2 cc. dose contains: 


Thiamine HCI (B,) 10 mg. 
Riboflavin (B,) 10 mg. 
Niacinamide 50 mg. 
Pyridoxine HCI (B,) 5 meg. 3 


Sodium Pantothenate 10 mg. “4 
Ascorbic Acid (C) 300 mg. e 
Vitamin 15 mcgm. 
Folic Acid 3 mg. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 
PEARL RIVER, NEW YORK 


U.S. PAT. OFF. 
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the Incentive Awards Committee of the International 
Cooperation Administration for his superior service as 
a special consultant for ICA. Dr. Neal, former mem- 
ber of Congress from the Fourth Congressional Dis- 
trict, served as a consultant on the subject of pro- 
viding health facilities for American personnel in ICA 
installations in Asia. 

Dr. Mark Sutphin Spurlock, Logan, has been named 
to fellowship in the American Academy of Pediatrics. 

Dr. Harlan A. Stiles, Huntington, has been ap- 
pointed medical director of rehabilitation services at 
Morris Memorial Hospital in Milton. 

Dr. Max Koenigsberg, Charleston, a Fellow of the 
American College of Cardiology, has received certifi- 
cation by the American Board of Internal Medicine. 

Dr. W. Paul Elkin, Charleston, has been elected 
president of the Kanawha Medical Society. Other of- 


ficers include: Dr. Theodore P. Mantz, Charleston, 
vice-president and Dr. Carl B. Hall, Charleston, 
secretary-treasurer. 

Dr. Richard W. Corbitt, Parkersburg, succeeded 


Dr. John H. Gile as president of the Parkersburg 
Academy of Medicine. Dr. Jack J. Stark was elected 
vice-president and Dr. William E. Gilmore will serve 
as secretary-treasurer. 

Dr. Albert D. Kistin has assumed his new duties 
as Chief of Medicine at the new Beckley Memorial 
Hospital in Beckley. 


Coronary Heart 
Disease in 


Young Adults 


A MULTIDISCIPLINARY STUDY 


By MENARD M. GERTLER, M.D., 
PAUL D. WHITE, M.D., and others. 


“The authors of this monograph set up a 
coronary research project at the Massachusetts 
General Hospital in which only patients 46 
years old or less at the time of myocardial 
infarction and less than 50 at the time of ex- 
amination were studied . . . The authors con- 
firmed that coronary disease is rare in women. 
. . . Seems to be related in some way to body 
build. . . . The findings in relation to choles- 
terol metabolism are interesting. . . . This is 
an excellent report. . . . Should be in the hands 
of every cardiologist and could be read with 
profit by all physicians.”—Journal of the 
American Medical Association. 


$5.00 at your medical bookstore, or from 


HARVARD UNIVERSITY PRESS 
44 Francis Avenue, Cambridge 38, Massachusetts 
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Browne-McHardy 


© Diagnostic and Therapeutic 
Facilities > 
Surgery 
Gynecology and Obstetrics andy 
Radiology—X-ray and 
Radium therapy 
Laboratory and Research ‘ 
Departments 
Neuropsychiatry 
® Hotel facilities available 


Sal 


363 6 ST. CHARLES AVENUE 
Phone TYler 2376 . New Orleans, La. 


@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
= Therapy @ Supervised Sports @ Religious Services 

= 
Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies . . . all on 
Florida’s Sunny West Coast . 


Rates Include All Services and Accommodations 


ry M ° 5 E R N H fe) 5 P " TA L r re) R Brochure and Rates Available to Doctors and Institutions 


Medical Director—Samutt G. Hisss, M.D. 
OTI NAL READ J U STM E N Assoc. Medical Director—WaA.tTER H. WELLBORN, JR., M.D. 


PETER J. Spoto, M.D. 


TARPON SPRINGS * FLORIDA Zack Russ, JRr., M.D. Arturo G. Gonzacez, M.D. 


N T H U LF F MEXICO in Psychiatry 


Rocer E. M.D. 
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CARROL TURNER SANATORIUM 


Memphis, Tennessee, Route 10, Box 288 


Carrol C. Turner, B.S., M.D., FACP Alfred D. Mueller, Ph.B., Ph.M., M.A, Ph.D. 
Neuropsychiatry Clinical Psychology 
Frank A. Latham, B.S., M.D Miss Margaret Hyde, B.A 
Neuropsychiatry Psychological Examiner 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LaGrange Road, five miles east of the city limit—accessible to 
U. S. Highway 70 (Bristol Highway) 

Situated on a sixty-six acre tract of wooded land and rolling fields, the environment 
is conducive to amelioration of the symptoms of emotionally disturbed patients 
Modernly equipped with adequate facilities’ for physical and hydrotherapy, electro- 
shock, and insulin therapy 

Special emphasis is laid on recreational and occupational therapy 

Adequate nursing personnel assures individual attention to each patient 

The main building and hospital department of the Sanitorium is shown above 


FAIRFIELD 


Our convalescent home is lo- 
cated on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
care of elderly people. 
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for normal, healthy, comfortable pregnancies 


A DIETARY SUPPLEMENT FOR USE DURING 
PREGNANCY AND LACTATION 
EACH CAPSULE CONTAINS: MICRONUTRIENTS 
CALCIUM LACTATE, Anhydrous . . 450.00 mg. Copper (as Copper Sulfate) .2 mg.; Man- 
VITAMIN A, Crystalline. . . 2,000 U.S.P. Units ganese (as Manganese Sulfate) .2 mg.; Co- 
VITAMIN D2, Crystalline . . 400U.S.P. Units balt (as Cobalt Sulfate) .04 mg.; Zine (as 
rr 3.00 mg. Zinc Oxide) .2 mg.; Magnesium (23 Magnes- 
Ce 2.00 mg. ium Sulfate) .2 mg.; Molybdenum (as Sodium 
NIACINAMIDE 10.00 m Molybdate) .04 mg.; lodine (as Potassium 
‘00 M8. —jodide) .02 mg.; and Fluorine (as Calcium 
ASCORBIC ACID...» 30.00 MB. —Fiyoride) .04 mg. 
CALCIUM PANTOTHENATE ... . 2.50 mg. 
= me. DOSE: 1 capsule three times 
VITAMIN Biz cone., activity equiv. to 1.00 meg. daily, or as prescribed. 
FERROUS GLUCONATE ..... 100.00 mg. SEE CARTON FOR MINIMUM DAILY RE- 
TRACE ELEMENTS* QUIREMENTS AND OTHER INFORMATION 
*As Added Micronutrients PRINTED IN U.S.A, 


WALKER LABORATORIES, INC. - MOUNT VERNON, N.Y. U.S A. 


PHOSPHORUS-FREE, 
CAPSULES WITH 


a 


ANTIANEMIA FACTOR 
Unlher LABORATORIES, INC., MOUNT VERNON, N.Y., U.S.A. 
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urine sugar test of unmatched simplicity 


*‘Tes-Tape’ completely eliminates the need for test tubes, heat, 
reagents, or any other paraphernalia in urine sugar determina- 
tions. Simply moisten a strip of “Tes-Tape’ with the specimen. 
After just sixty seconds, compare it with the color chart on the 
“Tes-Tape’ dispenser. Then read off the percentage of sugar. 
The selective action of “Tes-Tape’ prevents false positive reac- 
tions, assures complete accuracy. 


The convenient size of the “Tes-Tape’ dispenser permits you to 


Litty carry it on house calls for on-the-spot determinations. Your 
patients also will welcome the convenience, simplicity, and ac- 
/ RESEARCH / INTEGRITY curacy of “Tes-Tape.’ 


Now available at pharmacies everywhere. 


ELI LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S.A. 
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